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This article by Robert Truong and his colleagues at Boston’s Children’s Hospital brings to 
mind our focus on preventative ethics. Like these authors, we aim to bring ethical integrity to 
all activities undertaken to care for those we serve. Truong et al. shine a light on 
“microethics” - the idea that ethics is embedded in everyday, minute actions and interactions 
occurring in the clinical setting.  In this article, Truong and his colleagues share their 
perspective on medical ethics education gleaned from their Program to Enhance Relational 
and Communication Skills (PERCS) http://ipepweb.org/. Theirs is a very informative website 
that I encourage readers to visit.  

Though much of the article addresses familiar territory (i.e., shortcomings of traditional 
medical ethics education, the importance of communication skills, and acknowledgement 
of clinicians’ power over patients), it is a well written summary of their integrated approach 
to medical ethics education and will serve as a quick reference for ideas that promote 
preventative ethics. Toward the end of this Nutshell, I will share a few nuggets with you.  

The article begins by noting that, traditionally, medical ethics is taught by case based 
learning. This style of ethics education focuses on extremes, paradigmatic cases, novel 
situations, headlines, and large debates over life-sustaining treatments and physician 
assisted suicide. In doing so, the range of topics considered becomes artificially narrow. As 
a result, many “low key” ethical considerations are overlooked. Indeed, in my experience, 
many ethical issues that are brought forward to our service have their genesis in every day 
clinical interactions that have gone awry.  

Truong et al. remind us that ethics permeates the clinical setting in our comportment, tone, 
and language. It is conveyed in the small decisions made in our daily work with 
patients/residents. The authors illustrate this with an example of anesthesiologists’ use of the 
word “death” while discussing surgery risk. Though the risk may be remote, some 
anesthesiologists will state this risk while others, sensing the harm of this word to a 
particular patient, may omit its use. In this way, we can see that the decision to use the word 
“death” as a risk is an ethical decision.  

With traditional ethics education approaches, we are directed to topics on a broad 
scale. This “view from the outside” approach, as described by the authors, directs our 
attention to questions of moral obligation, personhood, autonomy, etc. For example, 
we might ask, “what are the ethical obligations or duties of a woman (or mother) to a fetus 
(or unborn baby)?” (p.12). 
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But clinicians might reasonably ask how such discussions play out at the 
bedside. Consistent with their “view from the inside” approach, Truong et al. redirect the 
reader to a more useful set of questions that draw out the considerations that the clinician 
and patient use when crafting a solution to the patient’s health care problem. Questions such 
as “what do you imagine might be the impact of your decision upon others whom you care 
about?” (p.12) offer clinicians a more useful starting point. In this way, the authors’ approach 
to teaching ethics heightens the clinician’s ethical sensitivity and has more direct impact on 
enhancing clinician-patient relationships. 

The authors contrast “outside” versus “inside” views allowing that both approaches offer 
advantages. The “outside” view allows us to generalize across cases while the “inside” view 
is attentive to relational space between the clinician and patient which attends 
to influential features of the encounter such as verbal and nonverbal aspects of 
communication. Truong et al. note that these approaches are not intended as opposing but 
rather as complimentary to each other. Attending to both allows us to foster clinicians’ 
abilities to integrate ethical theory and knowledge into their everyday interactions.  

Embedded in the article are few ideas that we can tuck in our “toolkit”. These ideas are 
centered around the authors’ three main themes as follows: 

  

Respecting-and Constructing-Patient Values and Preferences 

 

1. Constructing values and preferences: 
In discussing respect for patient values and preferences.  Truong et al. make the point that it 
is fine and well to think that a conversation with the patient/resident will identify information 
important to decision making.  However, until a significant life event occurs, most of us do 
not have well articulated or thought out values and preferences.  Rather, Truong states, 
emerging literature demonstrates that clinicians should be prepared to work with the 
patient/resident to construct their values and preferences in light of their medical 
situation.  Rebecca Dresser, bioethicist and cancer survivor, in a quote from her book, 
states, "most of us are first-time players with no training" (p.11).  In other words, our 
patients/residents are rookies.  I think this is a useful analogy. 

2. Choiceless choices: 
Often, our patients/residents and clinicians are faced with a limited range of decidedly poor 
options or are left to choose between two equally difficult treatment courses.  I think that the 
notion of "choiceless choices" helps us to recognize and name this all too common 
occurance and the moral (dis) stress that ensues. 

Self-awareness and Management of Clinicians' Values and Biases 

3. The view from nowhere:  
Philosopher Thomas Nagel introduced “the view from nowhere” to describe the hypothetical 
position from which you can make value free (neutral) decisions. This idea is encouraged in 
medical education to promote clinicians’ detached concern. But given what we now know 
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about how human beings make decisions, it is unrealistic to think that a value-free position is 
attainable. In its place, Truong et al. recommend that clinicians be more transparent about 
their own perspectives and experiences to create space for dialogue with patients/residents. 
Illustrating several ways that a clinician could embrace transparency, the authors show us 
how transparency is achieved. For example, a clinician might offer, “I’ve seen lots of patients 
in this situation, and based on my experience, I think it would be best if you…” (p. 15). 

Managing Medical Information 

4. Dosing information: 
Is fully informed consent ever achieved? Probably not.  However, the questions remains, 
how much information is adequate for consent to be informed? Truong et al. take up the idea 
proposed elsewhere that information sharing should be treated as an intervention.  Seen this 
way, information "dosing" is undertaken sensitively within the patient/resident's context (their 
ability to process, emotional level, future plans, etc.).  The authors provide this example: 
"The risk of death from your anesthetic today is roughly comparable to the risk involved in 
your driving to the hospital this morning" (p.15). I see this as an example of knowing what, 
knowing when, and knowing how (i.e., practical wisdom or phronesis from Aristotle). 

5. Nocebo: 
We are familiar with the placebo effect but less so with the nocebo effect.  The nocebo effect 
occurs when a patient receives inert medication or even "harmless" information that results 
in the patient experiencing a negative effect.  For example, the clinician informs the patient 
of pain that, although unlikely, is associated with a procedure.  The patient then experiences 
that pain.  Truong et al. raise this issue as unresolved but a frequently expressed concern 
from those attending their education programs. 

  

In their concluding remarks, Truong et.al. acknowledge that the three themes highlighted do 
not have easy resolutions. However, they remain committed to expanding clinicians’ abilities 
to engage in the dialectic between “outside” (or theoretical knowledge) and “inside” (i.e., 
ethics as it is lived) views. 

At the recent CHAC conference in Saskatoon, Father Mark Miller spoke about his 
experiences as a clinical ethicist. Father Mark noted that his clinical colleagues joked 
that, “there weren’t any ethics issues until you showed up”. Indeed, until we shine a light on 
the everyday ethics concerns from which the tiny seeds of more contentious ethical issues 
grow, ethical concerns remain hidden from view and unsettled feelings remain unexplored. 

 Eleanor Stewart is a Clinical Ethicist with Covenant Health 
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