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Part of the fabric and mostly right: an ethnography
of ethics in clinical practice

Although
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only rarely
discussed
specifically,
they were
generally
regarded as an
integral aspect
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linical ethics support is an
‘ emerging field of theory and

practice concerned with en-
hancing the ethical quality or “ethi-
cality” of clinical practice (rather
than research) in hospitals and other
health care institutions."? Clinical
ethics support is typically delivered
by a multidisciplinary ethics commit-
tee, an individual ethicist, or both. Its
aim is to provide informed advice for
the development of organisational
policies, as part of staff education,
and in ethically difficult situations
that arise in the institution.

Clinical ethics support services are
an established feature of health care
in the United States and Canada,
and are becoming more common in
the United Kingdom and elsewhere
in Europe and Asia. Although such
programs have not been systemati-
cally evaluated, observational and
experimental studies indicate that
clinicians find them helpful, and that
they reduce conflict, save money and
improve the overall quality of patient
care.*® While there has been grass-
roots enthusiasm for the development
of clinical ethics support services in
Australia (they are already avail-
able in some hospitals®'?), they have
not yet been widely introduced and
generally receive little, if any, insti-
tutional support.

There is limited evidence on which
to base decisions about clinical eth-
ics support, as there have been few
empirical investigations of ethics in
health care settings in Australia. Itis
therefore difficult to know whether
clinical ethics support services are
either wanted or necessary, or what
would be required for such services
to be established and flourish. Our
aim in this study, part of a research
project funded by the New South
Wales Government, was to describe
ethics as it is practised in one health
care setting, and to ascertain whether
health care professionals support the
establishment of clinical ethics sup-
port services.
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Objectives: To describe how ethics is practised in a health care setting,
and to ascertain whether there was interest in establishing clinical ethics

Design and setting: Observations and interviews undertaken between
April and November 2012 in a large NSW urban hospital with newborn
care, maternity and oncology departments and analysed by coding and

Main outcome measures: Key themes in the participants’ attitudes to

Results: Ethics is not typically an explicit feature of clinical deliberations,
and clinicians tend to apply basic ethical principles when ethical problems
are identified. They also discuss difficult decisions with colleagues, and try
to resolve ethical differences by discussion. Participants judged the ethics
of clinical practice to be “mostly right”, primarily because ethics is “part

of the fabric” of everyday clinical work that aspires to “optimising care”.
Nevertheless, most clinicians would welcome ethics support because ethics
is integral to health care practice, is not always “done well”, and may be the

Conclusions: Ethics is very much a part of the fabric of clinical practice, and
the ethical challenges that arise in patient care in this particular setting are
generally managed adequately. However, many clinicians have concerns
about the ethical aspects of some practices and decisions, and believe
that access to expert ethics support would be useful. Helping clinicians

to provide ethically sound patient care should be a priority for health care

Methods

We wanted to qualitatively describe
the “ethical environment” of a clinical
setting; that is, the ethical difficulties
that arise and how they are managed.
We therefore took an ethnographic
(“first-hand empirical investigations
of social organisation and culture”)
approach: we observed clinicians and
talked to them about ethical problems
in everyday clinical practice, about
their satisfaction with current pro-
cesses for dealing with ethical ques-
tions, and about whether they felt that
clinical ethics support services would
be useful.

The study was conducted between
April and November 2012 in a large
NSW urban hospital with newborn
care, maternity and oncology depart-
ments. Data collection involved one
researcher visiting wards, observ-
ing clinical meetings (including
handovers, case review meetings,
and morbidity and mortality meet-
ings), and conducting impromptu
and formal interviews with key
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participants. We selected men and
women from a variety of professions,
seniority levels, age groups and
ethnic backgrounds. Observations
and impromptu interviews were
recorded in field journals, and for-
mal interviews were electronically
recorded for later transcription. The
formal interviews were guided by
a set of broad questions, such as:
“What aspects of patient care involve
ethical questions? Is it easy to discuss
an ethical problem when you want
or need to?” Follow-up questions
probed for detail or clarification.

Analysis involved coding and cate-
gorising the data, and identifying key
themes in the participants’ attitudes
to professional ethics. Initial analysis
was undertaken by two researchers
who independently reviewed the
data and then compared and clari-
fied interpretations. Analysis focused
on what clinicians said about ethics
management and how they thought
it could be improved. Areas of con-
vergence and divergence of opinion
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Selected quotes from interviewed health professionals that illustrate the major themes
that emerged in their descriptions of clinical ethics in their hospital or unit

Mostly right

“...we do get it right. Every so often you won'’t, but | think that’s a normal process and | think that you can’'t
guarantee that you get it right 100% of the time. But | think the multidisciplinary input into those sort of
decisions make it as right as it can be.” Interviewee 24

Optimising
“Well, what’s important to me is that women come out of here with as healthy a baby as they can have and
without something bad happening to them that | could have prevented.” Interviewee 8

“It’'s important for people to be accountable, right? I’'m accountable to the people who work with me, to
those people who | supervise ... So, if | make a decision, | need to be able to give them a good reason for that.”
Interviewee 3

“For me here ethically, it’s to do the right and the best thing for the women ... that we’re honest and we’re
open and we support them regardless of what it is that | might bring to work, that you're supporting choice.”
Interviewee 1

“...we are not there to judge, we are there to do the job.” Interviewee 29

Part of the fabric

“So | guess it's about whether or not it’s woven into your culture. But you're right, are people sitting there and
saying well, are we balancing the ethics of this particular situation or not? So they’re not actually bringing it
up as such and labelling it. But it’s certainly there.” Interviewee 25

all the other things and yes, it’s all about the ethics and all those things but we don’t verbalise ... we are
practising it.” Interviewee 30

“...thatis a hard call and the way you actually go and take the decision is not an individual decision, so you
involve all your other colleagues as well as the nursing colleagues, senior colleagues when you make those
particular decisions.” Interviewee 17

“[Team work is] very important, because what it means is that we’re all walking together down the same
path ... whether it’s in terms of managing a baby or ... whether it's doing anything, any clinical work itself ... we
do try to be democratic as much as we can be. In a big unit like that, sometimes you cannot. But we do strive
towards that.” Interviewee 29

Moral disquiet

“Sometimes I'm just left sitting there in a meeting going ‘Oh my God, | can’t believe that, but | don’t always
feel very comfortable questioning a medical decision unless it really is in my court.” Interviewee 15

“It gets difficult, clearly, however, over the issue of terminations and because they’re increasing in number ...
we are finding more and more things, which we think are not the best for the baby ... we had a case last year
where a woman ended up having a foeticide at 26 weeks. Now, the circumstances surrounding that for me
were absolute anathema ... There was to my great disappointment a matter of factness about it. To the point
where it was difficult for me to even say much more. But that’s the current climate.” Interviewee 3

Clinical ethics support

“I think it would be really valuable for us to have a formal ethics committee. That would be really, really
valuable for us ... to have all the lead-up preliminary discussions where people are prompted into thinking
more deeply.” Interviewee 25

“l don’t think there’s been anything where I've thought that we could’ve needed some ethical support. | think
that we are pretty good on that.” Interviewee 14

“...it’'s not as if they can say that you do or don’t, that you should or shouldn’t do something but it’s hard to
know what role can they actually have and how can an ethics committee help.” Interviewee 23 &

“A lot of times we are practising, and we don’t verbalise it ... there are other things ... to consider all the factors,

were identified, and themes thatrep- Results

resented the participants” assessment
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of ethics in everyday clinical prac-
tice were distilled as phrases, such
as “mostly right”. Regular meetings
of the wider research group reviewed
the analysis and discussed emerging
themes.

The study was approved by the Hunter
New England Human Research
Ethics Committee (10/12/15/4.12)
and the NSW Human Research Ethics
Committee (HREC/10/HNE/373).
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A total of 30 semistructured inter-
views with 11 medical staff, 18 nurs-
ing and midwifery staff, and one
psychologist were conducted; 24
of the interviewees were women, 6
were men. In clinical meetings, staff
discussed their patients; they up-
dated, reviewed and justified plans
for their care. In conversations and
interviews, clinicians described dif-
ficult cases and problems, and offered
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explanations about how these were
generally managed. In the follow-
ing discussion we present the main
themes of our analysis; the Box in-
cludes a selection of representative
raw statements by the participants.

Mostly right

Clinicians” accounts conveyed the
impression that they assessed ethics
management as being “mostly right”,
and that they were generally satis-
fied with the ethics of the hospital,
their division and their colleagues.
Although ethically difficult situations
and decisions often arose, they did
not usually cause personal distress or
lead to disputes or disruption.

In most accounts, clinicians described
themselves and their colleagues
as honest, compassionate, non-
judgemental and respectful of their
patients” agency and autonomy. They
believed that the ethics of clinical
care was generally handled well,
primarily because ethics was per-
ceived as “woven into” the culture
of the hospital, and also because clini-
cians assumed that their colleagues
were competent in dealing with basic
moral questions and aimed to opti-
mise patient care.

Optimising

The continuous and collective pro-
cess of deciding what was best for
individual patients and acting ac-
cordingly dominated clinicians’ ac-
counts of their activities, and this was
supported by our observations. The
shared primary imperative was to op-
timise patient care; that is, to balance
the benefits and risks of different op-
tions, while considering the individ-
ual patient’s preferences and taking
into account the available resources.

Optimisation was also clearly evi-
dent in clinicians’ descriptions of the
routines, procedures, guidelines and
policies that guided practice. In the
pursuit of these objectives, clinicians
and clinical teams and units tended
to reflect in both word and practice
fundamental bioethical principles
(beneficence, non-maleficence, auton-
omy and justice) and concepts (vul-
nerability, equity, safety), although
these were not always explicitly men-
tioned or discussed.
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While mistakes and lapses in judge-
ment were described by participants,
most accounts emphasised that both
individual clinicians and the clinical
team were doing their professional
best; that is, consistently applying
their clinical knowledge and skills,
and recognising that they were
accountable for the outcomes of their
decisions and actions. Weighing up
what was best for patients included
considering the available evidence on
best practice, clinical experience, and
the patients’” preferences.

Part of the fabric

Clinical ethics was a pervasive but
often unspoken part of everyday
clinical work. Clinicians were always
“doing” ethics, but only infrequent-
ly in an explicit manner. Although
ethical problems were only rarely
discussed specifically, they were
generally regarded as an integral as-
pect of patient care. When decisions
were needed or questions of moral
significance arose, they were gener-
ally handled according to established
policies and procedures, or by seek-
ing the opinions of colleagues.

For difficult cases or “hard calls”, par-
ticipants attach great importance to
allowing all members of the team to
contribute to decisions about patient
care. While an open democratic pro-
cess was not always possible and con-
sensus not always achieved, drawing
on “collective wisdom” (as expressed
in established policies and proce-
dures, the opinions of colleagues and
team discussions) was perceived by
most participants as a sound basis
for ensuring that the ethics of patient
care was “mostly right”.

Moral disquiet

Although ethical disputes were infre-
quent, clinicians often reported hav-
ing ethical concerns and experiencing
moral disquiet or occasionally even
distress about a particular case or an
aspect of patient care. The kinds of
situations described as ethically trou-
bling included late (third trimester)
terminations of pregnancy, “futile”
or “aggressive” treatments, interven-
tions during childbirth, patients re-
fusing recommended treatments and
patient confidentiality.

While some clinicians said that they
were able to voice their concerns
to others, junior clinicians and
non-medical health practitioners,
in particular, reported that it was
not always possible or practical to
speak out about a problem or deci-
sion that concerned them, or on one
with which they disagreed on ethi-
cal grounds. A number of conditions
appeared to constrain acting on or
airing one’s moral disquiet, includ-
ing proximity to the decision, the
role and authority of the individual,
uncertainty surrounding the material
facts of the case (eg, the likelihood
of good or bad outcomes), and the
reluctance (particularly of nurses and
junior medical staff) to challenge a
senior colleague, to “rock the boat”
or to create disharmony in the team
because one disagreed with the pre-
vailing consensus.

Clinical ethics support

Although conditions were “mostly
right”, ethical concerns that arise
in health care situations were suffi-
ciently substantial that most of those
with whom we spoke favoured the
idea of clinical ethics support, even
though, as had been expected, most
had neither heard of nor had any ex-
perience with such services. Some
participants, however, could not
imagine how clinical ethics support
would assist them, or were sceptical
about its potential utility.

Discussion

Our observations concur with those
of other qualitative studies of clini-
cians and everyday clinical ethics.
Our data, like that of a previous
study, indicate that all clinical work
carries some ethical “charge”, and
that “principles” describe how clini-
cians approach and explain the ethics
of patient care. It was clear that this
“charge” only occasionally results
in conflict, and ethical differences
between clinicians, or between clini-
cians and patients and their families,
were resolved by discussion, as also
previously found.”®

The clinicians in this study also
reported managing more difficult
ethical situations in ways that have
been observed elsewhere, primarily

by seeking the opinions and assur-
ances of their colleagues.’ For the
most part, however, as also reported
by other authors, ethics was not typi-
cally an explicit feature of clinical
practice or of clinical deliberations.’>
While overt conflict was infrequent,
many clinicians experienced moral
disquiet or uncertainty about par-
ticular decisions or practices.

Most of the participants in this study
judged the ethics of clinical practice
to be “mostly right” because it was
“part of the fabric” of everyday clini-
cal work that aspired to “optimise”
patient care. This may be a reflec-
tion of the “settled morality” that
can emerge in a particular clinical
setting. “Settled morality” refers to
the general agreement within a group
about what is right and wrong when
dealing with frequently encoun-
tered ethical questions.”® The settled
morality in a health care institution
is articulated to a large extent in the
multitude of hospital policies and
guidelines that regulate the interac-
tions of clinicians, and those of clini-
cians and patients. Ethical values or
principles can be explicitly included
in such guidelines and policies; more
frequently, however, ethical values,
concepts and principles, such as
care, respect, safety, quality, veracity,
transparency, vulnerability, justice
and equity are implicitly embed-
ded in an institution’s policies and
guidelines, providing clinicians with
a framework for responding to ethi-
cally difficult cases.”

The assessment that ethics in clini-
cal care is “mostly right” recognises
that it sometimes falls short of being
“right”. It is naturally dangerous
to be too tolerant of imperfection
by, for example, overlooking rather
than tackling difficult but important
ethical problems. The relative infre-
quency of moral conflict could reflect
the fact that, within the settled moral-
ity, clinicians become inured to many
of the ethical aspects of patient care.
Others have argued that the problem
of settled morality in health care is
that ethics can become reduced to
routine and normalised to the point
of invisibility.® Indeed, a settled
morality does not guarantee inclu-
sive ethical decision making, even
if meetings are relatively open. As
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we observed, even profound moral
disquiet is not always expressed.
This can be a source of frustration
for clinicians and may contribute to
“moral distress”; that is, the potential
or actual threat to the moral agency
and integrity of an individual clini-
cian,®* which, if not appropriately
managed, can have a negative effect
on staff morale and the quality of
care.”?®

We undertook this study in a single
specialised hospital, and our find-
ings may not apply to other set-
tings. Ethical challenges, and how
they are and can be managed, will
vary between specialist clinical
areas, with specific problems aris-
ing in areas such as mental health,
geriatrics and emergency medicine.
Further qualitative investigation
of other settings and specialties is
needed to expand and develop these
initial findings and to gain further
insights into everyday clinical ethics
and preferences about clinical ethics
support.
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Further, as our study canvassed only
the views of the medical staff, we do
not know whether patients and their
families would evaluate the ethics of
care in this hospital as “mostly right”.
The process of establishing and moni-
toring the operation of clinical ethics
support must also involve their per-
spective. Further qualitative research
involving patients and their fami-
lies should be undertaken. Routine
patient satisfaction and discharge
surveys could include questions
related to the ethics of patient care.

Although our study involved only
a single setting, there is no rea-
son to believe that the situation in
other Australian hospitals would be
greatly different. That clinicians are
occasionally troubled by the ethical
aspects of particular decisions or
problems is unlikely to be surpris-
ing for most medical practitioners,
regardless of their setting or clinical
discipline. Similarly, our finding that
the ethical aspects of a case or prob-
lem may not be recognised, openly
discussed or satisfactorily managed

is likely to resonate across a range of
health care settings.

Our findings therefore suggest that
helping clinicians to provide ethi-
cally sound patient care should be a
priority for Australian public hospi-
tals. We believe that clinical ethics
support, expressly intended to raise
awareness, encourage open discus-
sion and minimise uncertainty and
distress, should be considered as a
means for providing this support.
Finally, we also believe that seri-
ous consideration of clinical ethics
support is ultimately a normative
question, and should involve broad
professional and public discussion
on whether explicit engagement with
ethics is integral to patient care in
a democratic and inclusive society.
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