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“Now this … is the noble truth of suffering 
… it is …not to get what one wants is 
suffering…

Now this … is the noble truth of the origin of 
suffering: it is this craving…

Now this … is the noble truth of the 
cessation of suffering: it is the 
remainderless fading away and cessation of 
that same craving, the giving up and 
relinquishing of it, freedom from it, 
nonattachment.

Now this … is the noble truth of the way 
leading to the cessation of suffering: it is the 
Noble Eightfold Path; that is, right view, 
right concentration.”

-The Buddha



Learning Objectives
• Recognize ethically challenging circumstances in caring for older 

adults in the community, especially for persons who demonstrate 
diminished capacity;

• Describe a harm reduction philosophy of care and the ethical 
implications to health care providers in the community; and

• Identify ethical considerations in a range of intervention options 
for a given situation.



Providence Model for 
Clinical Ethical Decision-Making





Background Concepts
• Autonomy: “self-rule” (p. 99)
• Respect for Autonomy:

– “To respect autonomous agents is to 
acknowledge their right to hold views, to 
make choices, and to take actions based on 
their personal values and beliefs” (p. 103)

– Two obligations:
• NEGATIVE: Not to implement controls/constraints 

on autonomous actions
• POSITIVE: To disclose relevant information and to 

foster autonomous decision-making / actions

• Assumptions (for today):
– There is a decision to be made by someone.
– No right or principle is absolute.

Beauchamp and Childress 2009.



Components of Autonomy
• Voluntariness

– Choosing and acting without 
controlling influences

• Intentionality
– Willingness, planning, commitment to 

action

• Understanding / Insight
– Appreciation of the situation, choices, 

and implications Autonomy

Voluntariness

Intentionality

Understanding 
/ Insight

Naik et al. 2009, 25.



Component Decisional Capacity Executive Capacity

Voluntariness

[Decisions and] actions free of external 
coercion

--

[Decisions and] actions free of external 
coercion

[Decisions and] actions not compelled or 
inhibited by internal impairments

Intentionality

Capacity to make and express a choice
Development of [or agreement to] a 

treatment plan
--

--
Identify strategies and surrogates (as 

appropriate) to implement plan
Perform strategies and make adaptations as 

things change

Understanding

Comprehension of circumstances and facts 
regarding a decision

Appreciation of personal consequences
Having a rational process for choosing

Comprehension of tasks required for 
treatment performance

--

--

Adapted from Naik et al. 2009, 27.



Criteria for Decision-Making Capacity

Appelbaum’s Criteria
• Communicate a choice;
• Understand the relevant information;
• Appreciate the situation and its 

consequences; and
• Reason about treatment options.

Kockler’s Criteria
• Receive information;
• Cognitively process information:

– Understand / comprehend,
– Logically reason, and 
– Appreciate personal significance;

• Make a decision;
• Commit to a decision or value set; and
• Communicate a decision.

Appelbaum 2007.



Capacity
• Time and task specific
• Assessed by medical team

Competency
• Global ability to manage 

life
• Assessed by courts



Incapacitated (aka, incompetent)
“Incapacitated” means a condition in which a person’s ability to 
receive and evaluate information effectively or to communicate 
decisions is impaired to such an extent that the person presently lacks 
the capacity to meet the essential requirements for the person’s 
physical health or safety. “Meeting the essential requirements for 
physical health and safety” means those actions necessary to provide 
the health care, food, shelter, clothing, personal hygiene and other care 
without which serious physical injury or illness is likely to occur.

ORS 125.005



HARM REDUCTION



Philosophies of Care and Medical Benefits

ACUTE
• Rescue
• Fix / Cure

CHRONIC
• Prevent
• Restore
• Support
• Suppress

PALLIATIVE
• Relieve
• Reduce

CUSTODIAL
• Maintain
• Enable/ 

Accommodate

HARM REDUCTION
• Minimize 

harms
• Manage risks
• Educate / 

coach



Harm reduction is
a management strategy where the immediate 
goal is not underlying behavioral (or medical)
remediation – especially since this has been 
judged inefficacious – but to minimize the 
deleterious effects of the behavior until such a 
time as other goals may be better realized due 
in part to the solidification or strengthening of a 
caring relationship



Ethical Foundations
• Respect for Autonomy and the Dignity of Risk: 

– Do patients have a right to be ‘foolish’?  In a word, yes.
• Principle of Toleration: 

– Must all wrongdoing be stopped?  In a word, no.
• Principle of Cooperation:

– How much ‘help’ can I provide before I am complicit?  It’s 
complicated.

• Attitude of Hospitality: 
– How do I continue to care even if I desire (recommend) something 

else?  Again, it’s complicated.



PUBLIC HEALTH INTERVENTIONS
Harm reduction, as seen in:



Scott County, Indiana



Scott County, Indiana

• Population 24,181 (2010 census)
• 96.3% white (DataUSA.io)
• 192.75
• 67% Trump, 29% Clinton in 2016 election

– Local ref to Morrow County in E. Oregon



Scott County, Indiana

• HIV outbreak in 2015: over 200 cases!
– First, opana then heroin, meth s/p crackdown
– IndyStar of USA Today network
– 8 April 2016 on “An Indiana town recovering from 190 HIV 

cases”; Shari Rudavsky
– http://www.indystar.com/story/news/2016/04/08/year-after-hiv-outbreak-austin-still-

community-recovery/82133598/








Scott County, Indiana

• Outcomes?
• Per CDC: needle sharing in Scott County fell from 

74% to 22%
• Of those testing HIV+, 98% now use clean needles

http://www.wdrb.com/story/37674122/new-cdc-report-says-needle-exchange-in-scott-county-indiana-is-working



Moral Hazards

• Ad hominem
• Therapeutic nihilism
• Patient abandonment
• Cooperation / complicity with wrongdoing



Recall the plan

• Public health interventions toward public
• Systems-level/social toward provider
• Provider toward patient

Goal: to show that harm reduction strategies are 
employed in a variety of settings to good effect, 

yet are underrepresented in clinical medicine



“Ethics is 
how we behave 
when we decide 

we belong together.”
-- Br. David Steindl-Rast



Ethics partly responsible?

• Some wonderings:
– Can clinical ethics be too decision-based?

• e.g., ‘x’ treatment for ‘y’ patient: ethical or not? 
– Can clinical ethics be too narrow?

• Public health ethics frameworks? New principles?
– Can clinical ethics still miss the power chasm?

• The objectifying medical gaze
– Can ethics be unethical???



Ethics 101?

“Clinical medicine is practiced one patient at a time and 
language of medical ethics is the language of self-
determination and beneficence: doing what is in the best 
interests of the patient with the patient’s informed 
consent.”

GJ Annas, 2005, American Bioethics, p.24



Creative Commons share-alike: https://vimeo.com/35032599

In a slide: raison d'etre



Wrong tools or bad craftsmanship?
“Clinical medicine is practiced one patient at a time and 
language of medical ethics is the language of self-
determination and beneficence: doing what is in the best 
interests of the patient with the patient’s informed consent.” 

This is powerful but has little direct application … where 
physicians are scarce and medical resources are very 
limited.”

GJ Annas, 2005, American Bioethics, p.24



SEARCHING FOR A LANGUAGE
on tapping into or re-imagining the tradition



On autonomy
• “It is apparent that the term is used in very different 

ways by very different authors…
– Sometimes as equivalent to self-rule…
– Sometimes as identical w/ freedom of the will
– It is equated with dignity, integrity, individuality, 

independence, responsibility, and self-knowledge…



On autonomy, cont.

• …it is identified with qualities of self-assertion, with 
critical reflection, with freedom of obligation, with 
absence of external causation, with knowledge of 
one’s own interests.

• It is related to actions, beliefs, to reasons for acting, to 
rules, to the will of other persons, to thoughts and to 
principles.”

Dworkin, 1989, The theory and practice of autonomy, 54.



Freedom

To 
Choose To Be



Conceptual Basics of Autonomy…

• Autonomy: “self-rule” (p. 99)
• Respect for Autonomy:

– “To respect autonomous agents is to acknowledge their right 
to hold views, to 
make choices, and to take actions based on their personal 
values and beliefs” (p. 103)

– Two obligations:
• NEGATIVE: Not to implement controls/constraints on autonomous 

actions
• POSITIVE: To disclose relevant information and to foster autonomous 

decision-making / actions

Beauchamp and Childress 2009.



SUPPLEMENTAL CONSIDERATIONS

or musings that didn’t fit anywhere else



Catholic moral theology
• “Catholics like to explain things.” 

– –Fr. John Tuohey Ph.D., Emeritus Faculty

• One reference point: principles! e.g.:
– Beneficence
– Informed consent
– Human dignity
– Bodily integrity
– Totality
– Proportionate & disproportionate means



Catholic moral theology, cont.

“We have found guidance in the Principle of Toleration, which 
articulates a foundational rationale for a harm reduction philosophy of 
care. Harm reduction aims to minimize the risks and reduce the harmful 
effects of certain behaviors that undermine and threaten health and well-
being. Such an approach is relevant in settings wherein the ideal, 
recommended care and hoped for outcomes are not likely to be feasible. 
Harm reduction is about how caregivers engage patients ‘while they wait’ 
for different circumstances or choices to manifest.” 

Kockler, HCEUSA,  2017



Catholic moral theology, cont.

Proposals to [establish safer injection sites] recognize human frailty and the 
ways in which addiction impairs human freedom They do not promote drug 
use, but they tolerate it and try to limit the circumstances that might 
generate more freedom for the drug abuser in the hope he or she will seek 
rehabilitation. The goal here is to protect both the person and the public 
good from harm by changing the circumstances of intravenous drug use.” 

Bayley et al, HCEUSA, 2017.



Catholic moral theology, cont.

• On cooperation (cf. Ethical & Religious Directives)
– As a rule, Catholic partners should avoid entering into partnerships 

(collaboration) that would involve them in cooperation with the wrongdoing 
of other providers.

– Catholic health care organizations are not permitted to engage in 
immediate material cooperation in actions that are intrinsically immoral, 
such as abortion, euthanasia, assisted suicide, and direct sterilization. #70

– The possibility of scandal must be considered when applying the principles 
governing cooperation. Cooperation, which in all other respects is morally 
licit, may need to be refused because of the scandal that might be caused. 
#71



Cooperation



Catholic moral theology, concl.

The tradition identifies helpful reference points in considering 
how clinicians and organizations can act in situations that are 
morally unclear. Key reference points include the principles of:

 Toleration
 Cooperation
 Common good
 Human dignity

 Solidarity
 Justice
 Beneficence
 Autonomy



Fiduciary responsibility for patients

• Complicated, but essentially a professionally mandated duty to put your 
patient and her needs above those of yours

• Raison d’etre: social contract + power imbalance
– re: social contract; between society and the guilds of professionals in health care to be 

able to operate hospitals, receive municipal, state, and federal funding, to get to do things 
like save lives

– re: power imbalance; the ability to exam someone naked, to prescribe drugs that could 
kill, to literally cut someone open…

• w/o fiduciary responsibility, profession of medicine wouldn’t work; social 
contract would crumble & power imbalance too immobilizing

Chervenak & McCullough, 2001, AJOG who trace Hx from 18th C. 
Gregory & Percival; 20th C. Pellegrino & Thomasma



Recall, harm reduction is
• a management strategy where the immediate goal is not 

underlying behavioral remediation – especially since this 
has been judged inefficacious – but to minimize the 
deleterious effects of the behavior until such a time as 
other goals may be better realized due in part to the 
solidification or strengthening of a caring relationship



Framing not only about concepts

• How do we talk about our patients themselves?

“A 31 year old drug user 
presents w/”

… person who engages in 
substance use or has a substance 
use disorder…history of past 
trauma...

vs.



Toward describing the behavior
• (vs. pathologizing the person)
• Put differently, should we talk about:

• Psychological disorders, life stressors, social isolation, 
multiple physical problems, chronic diseases, inability to 
communicate needs, unrealistic expectations

Difficult patients?

Difficult encounters?



Ethics Coach
• What is in your differential diagnosis for why the encounter is 

difficult?
– Psychological or neurological issue(s), temporary or permanent?
– Psychosocial or financial stressors?
– Cultural, linguistic, health literacy barriers?
– Logistical or transportation barriers?
– System / access barriers?



Components of the Therapeutic 
Relationship

Therapeutic 
Relationship

Bond

Goals

Care

Encounter
Respect

Trust
Empathy

Law

Values
Quality of Life

Outcomes

Feasibility
Safety

Effectiveness
Scope

Participation



Starting points

• Exquisite boundary setting
– Harm reduction is not about letting patients walk all over us; 

rather, it is about:
• intentional risk reduction 
• within the bounds of professional practice 
• that is safer and feasible.

– Malleable boundaries are not fair to the patient in their 
context (or to caregivers); 

• Seamless communication among the team



A toolkit for harm reduction
• Trauma-informed care (cf. 4/19/2016 OHSU Psych Grand Rounds)

• Motivational interviewing
• Social determinants of health
• Keen appreciation of autonomy, other sources
• Ability to establish & maintain boundaries
• Navigating bias (one’s own & of others)
• Basic understanding of systems of oppression
• Willingness to really be “patient-centered”





Patient demonstrates insufficient capacity to make his / her own medical decisions...

How would we characterize the following?

What mechanisms or supports exist 
outside the hospital that can mitigate 

harm, likelihood, or imminence of risks?

Detain

Discharge



Radically 
Unsafe

Relatively 
Unsafe

Ambiguously 
Safe

Reasonably 
Safe

Robustly 
Safe

Not safe 
enough

Maybe safe 
enough Safe enough

Detain Discharge



Kockler, Tuohey, and Hodges; adapted from Tuohey and Young 2009.



Conclusion
• “Relationships can heal people, and you have the ability to make healing 

relationships… many things got in the way of answering my call to be a 
healer. One of the things that got in the way was the medical profession 
itself.” 

–Robert Whitaker MD
• What [we] do have time for – what we value – are relationships…it is the 

relationships that make the right things happen the right way. 
–Mark Tunzi MD

Tunzi, 2016, Hastings Center Report on Home

Whitaker, 2016, Permanente from 2015 commencement address



“Now this … is the noble truth of suffering 
… it is …not to get what one wants is 
suffering…

Now this … is the noble truth of the origin of 
suffering: it is this craving…

Now this … is the noble truth of the 
cessation of suffering: it is the 
remainderless fading away and cessation of 
that same craving, the giving up and 
relinquishing of it, freedom from it, 
nonattachment.

Now this … is the noble truth of the way 
leading to the cessation of suffering: it is the 
Noble Eightfold Path; that is, right view, 
right concentration.”

-The Buddha
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