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Medical practice will always involve ethical considera-
tions and dilemmas. Oncology professionals face dilemmas
on a daily basis related to truth telling, balancing hope, the
use of high dose opioids to manage symptoms at the end of
life, withholding or withdrawing therapy, DNR (do not
resuscitate) decisions, and issues related to re s o u rce allo-
cation and informed consent. Many medical and nursing
c u rriculums now include lectures on ethics, but few 
clinical practitioners feel completely pre p a red to navigate
the complicated web of ethical and legal principles that
guide ethical decision-making. Fort u n a t e l y, there is
i n c reasing interest in bioethics in continuing medical 
education and most practitioners have ethics committees at
their disposal for difficult cases.

The primary goal of enhancing one’s understanding of
ethics is to improve care for patients and their families in
clinical situations. There are often conflicting values at
stake in a clinical situation, and rarely are these situations
“black and white.” Too often, healthcare pro f e s s i o n a l s
impose their personal values on others in the name of tech-
nical expertise. When a physician decides to withhold the
t ruth re g a rding a patient’s prognosis to prevent the patient
f rom “losing hope,” they are imposing their own values, not
examining the decision from an ethical or moral perspec-
tive. Moral questions in medicine do not have a medical
solution. Ethical decisions must be based upon care f u l
consideration of the ethical principles involved.

The three key ethical principles that frame end-of-life
c a re in oncology are those of autonomy, beneficence, and
justice. The principle of autonomy supports the tenet that
the patient’s own values ought to be considered. This prin-
ciple questions whether patients are provided suff i c i e n t
i n f o rmation about their prognosis in order to make tru l y
i n f o rmed decisions about their care options. The use of
advanced directives was founded on the principle of auton-
o m y. Advance directives allow patients to put in writing
what their pre f e rences for medical treatment would be if
they were unable to express themselves because of serious
illness or injury. Unfort u n a t e l y, too few people have
advance directives and they are not always helpful,
because clinical situations cannot always be pre d i c t e d .
Cultural diff e rences also need to be taken into account
when considering the principle of autonomy. Autonomy is
highly re g a rded in We s t e rn society, but may be secondary
in Asian and other cultures. Furt h e rm o re, the tendency of
family surrogates to impose their own values when speak-
ing for patients places some patients’ autonomy at risk.
Relying upon families as surrogates can be pro b l e m a t i c
because families often have difficulty recognizing that care
in some circumstances is futile, they often have little dire c t
understanding of what the patient would have wanted, and
their perception of the patient’s suffering may be quite 
d i ff e rent than what the patient is experiencing.

The principle of beneficence re q u i res both the avoid-
ance of harm and the seeking of the best solution possible

for the patient. Beneficence is at the heart of palliative
c a re. Not being overly aggressive with burdensome 
t reatment that has little likelihood of success and pro v i d i n g
pain medication to relieve suffering, even if it sedates a
patient and hastens death, are two examples of care guided
by the principle of beneficence. Unfort u n a t e l y, physicians
and nurses both re p o rt they often feel compelled to act
against their conscience in prolonging burdensome 
t reatment. Some continue to have misguided beliefs that
p roviding opioids in a dying patient is akin to euthanasia.
In oncology, the line between burdensome treatment and
one that might provide a benefit is often blurred. 

The third principle, justice, re q u i res that society aff o rd
citizens a fair and decent level of healthcare services. It
implies the wise use of scarce or expensive re s o u rc e s .
Employing therapies that are high in personal and societal
costs in patients with advanced cancer, where the risk 
of adverse effects are high and beneficial outcome is low,
needs to be examined. Questioning the case where 
$1.2 million was spent on antifungal medications in a 
$35 million pharmacy budget for a patient who succumbed
anyway is an example where evaluating the situation using
the principle of justice would have been beneficial. In
addition, important services such as hospice are underu t i-
lized and their lengths of stay are declining.

When is a clinical intervention justified and who should
make the decision? Instead of a paternalistic appro a c h ,
w h e re the doctor decides everything about what is best for
the patient, or complete patient autonomy, where the doctor
explains, but the patient (or surrogate) decides every t h i n g ,
the pre f e rred approach is one of shared decision-making.
In this approach, the goals and values of both the practi-
tioner and the patient (or surrogate) are taken into consid-
eration along with determinations of what medical
i n t e rventions (if any) can be best achieved. Disagre e m e n t s
about the course of action usually center on disagre e m e n t s
about facts (the clinical condition or prognosis), disagre e-
ment about what values should be considered (quality vs
quantity of life), and disagreement about how to weigh 
d i ff e rent values (ie, what is most important to each part y ) .
Some people are more willing to push the envelope or are
m o re hopeful than others, and oncologists as a group seem
oriented towards aggressive care. An aggressive appro a c h
may be to the patient’s benefit, but not always.

When situations where the chance of success is not
c l e a r, a trial of treatment should be considered. However, a
physician should not try to overmaster a disease no longer
responsive (Hippocrates). Patients and families have an
obligation not to request treatment if it’s futile, and health-
c a re professionals have their own moral integrity that
should not be violated. The goal today is to practice pre-
ventative ethics through the establishment of a tru s t w o rt h y
p a rtnership with the patient and family, and communicat-
ing early and often about the overall goals of treatment and
possible endpoints. O S
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