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Ethical=> being in accordance with the rules or standards for 

right conduct or practice, especially the standards of a profession; 

pertaining to right and wrong in conduct1

ethical. (n.d.). Dictionary.com Unabridged. Retrieved May 30, 2014, 

from Dictionary.com website: 

http://dictionary.reference.com/browse/ethical
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 Spirituality: Search for meaning and purpose in the 
sacred

 Religion: A specific set of organized beliefs and 
practices, usually shared by a community or group

 Spiritual Care: Identifying and addressing the spiritual 
aspects of a person’s worldview and how this affects 
their wellbeing

 Ethical: Pertaining to right and wrong in conduct; 
being in accordance with the rules or standards for 
right conduct or practice, especially the standards of a 
profession

 Question—
• Is it ethical to bring the spiritual into patient care?

• If “Yes,” what ethical issues should guide spiritual care?
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• the latest version of the American Medical Association (AMA) Code of 
Medical Ethics that states “physicians should have considerable latitude 
to practice in accord with well-considered, deeply held beliefs that are 
central to their self-identities” (Code of Medical Ethics of the American 
Medical Association 2016)

• Provision 1 of the ANA Code of Ethics states, “The nurse practices with 

compassion and respect for the inherent dignity, worth, and unique attributes 

of every person” and “optimal nursing care enables the patient to live with as 

much physical, emotional, social, and religious or spiritual well-being as 

possible and reflects the patient’s own values.”

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6976554/#CR4


Beneficence

(benefit)

Non-
Maleficence

(no harm)

Autonomy Justice
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Christian perspective
• God calls each of us to a specific vocation and our 

contribution to that vocation can be holy and can 

be a place and platform for a personal ministry of 

evangelism and discipleship.

 Colossians 3: 23

 Ephesians 2:10

 1 Peter 2:9
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 A 50-year-old tall man with a large frame has lung 
cancer metastatic to liver. On several trips to the 
cancer center, he appeared extremely weak and in 
need of assistance. At home, he was having difficulty 
accepting help with his activities of daily living 
(bathing, dressing, toileting, grooming, eating) from 
even his wife or family. He continues to refuse family 
assistance despite near falls. The medical team is 
concerned for his safety and has recommended 
physical therapy and occupational therapy multiple 
times to assist him, but he has repeatedly declined 
these offers.
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“Spirituality has played a role in health care for centuries but became 

overshadowed by technological advances in diagnosis and treatment in the 

early 20th century.  The scientific focus moved the culture of medicine away from 

a holistic, service-oriented model to a technological reductionist model.  There is 

now a movement to reclaim the spiritual roots of medicine!”

- Christina Puchalski, MD, Director of the George 

Washington Institute for Spirituality and Health
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AMA 1847 Code of Ethics

“For, the physician should be the minister of hope and comfort to the sick.”

“It is, therefore, a sacred duty to guard himself carefully in this respect, and to 

avoid all things which have a tendency to discourage the patient and to depress 

his spirits.”

The preamble to the 1847 Code of Ethics states explicitly that medical ethics 

“must rest on the basis of religion and morality.”  Like taking an oath, it rests on 

the presumption that professionals serve something higher than themselves

(American Medical Association, 1847



BODY

Hypertension

Chronic pain, inflammation

Auto-immune disorders

Digestive Problems

Many infections

Malignancies

SPIRIT

Poor self-image

Depression

Meaninglessness

Sense of rejection

Loneliness

SOUL

Fear, worries

Anxiety

Anger, bitterness, resentment

Shame, guilt

Jealousy, envy

Grief

SOCIAL RELATIONS

Dysfunctional relationships

Divorce

Abuse

Poverty

Unemployment
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 A 50-year-old tall man with a large frame has lung cancer 
metastatic to liver. On several trips to the cancer center, he 
appeared extremely weak and in need of assistance. At home, 
he was having difficulty accepting help with his activities of 
daily living (bathing, dressing, toileting, grooming, eating) 
from even his wife or family. He continues to refuse family 
assistance despite near falls. The medical team is concerned 
for his safety and has recommended physical therapy and 
occupational therapy multiple times to assist him, but he has 
repeatedly declined these offers.

Keeping the whole person perspective in mind, what 
would you like to know about Joe’s social situation?

Medical Strategic Network
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 A 50-year-old tall man with a large frame has lung cancer metastatic to liver. On several trips to 
the cancer center, he appeared extremely weak and in need of assistance. At home, he was having 
difficulty accepting help with his activities of daily living (bathing, dressing, toileting, grooming, 
eating) from even his wife or family. He continues to refuse family assistance despite near falls. The 
medical team is concerned for his safety and has recommended physical therapy and 
occupational therapy multiple times to assist him, but he has repeatedly declined these offers.

 Social
• Professional writer
 “My pen has taken me out of the projects, given me control of 

my circumstances from a very young age, and helped us get 
through COVID without a cough. Listen to this, “Death is as much 
a reality as birth, growth, maturity, and old age—it is the only 
certainty of life.” Yes, you guessed it. I wrote that in my will 
yesterday. I hate to brag, but I’m quite proud of that line.

• Married 25 years with no children

• Lives in Los Angeles, CA

Medical Strategic Network
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“The greatest mistake in the 

treatment of diseases is that 

there are physicians for the body

and physicians for the soul, 

although the two cannot 
be separated.” 

- Plato (~428-348 BC)

Medical Strategic Network
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“as you ought not to attempt 
to cure the eyes without the 
head or the head without the 
body, so neither are you to 
attempt to cure the body 
without the soul. For the part 
can never be well unless 
the whole is well.

- Plato (~428-348 BC)

Medical Strategic Network
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Some physical diseases are spiritually 

based
• “When I refused to confess my sin, my body 

wasted away, and I groaned all day long.” Psalm 

32:3

• “A tranquil heart gives life to the flesh, but envy 

makes the bones rot.” Proverbs 14:30

 Broken relationship with God

 Broken relationship with others

 Broken relationship with self

Medical Strategic Network
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 A 50-year-old tall man with a large frame has lung cancer metastatic to liver. On several trips to 
the cancer center, he appeared extremely weak and in need of assistance. At home, he was having 
difficulty accepting help with his activities of daily living (bathing, dressing, toileting, grooming, 
eating) from even his wife or family. He continues to refuse family assistance despite near falls. The 
medical team is concerned for his safety and has recommended physical therapy and 
occupational therapy multiple times to assist him, but he has repeatedly declined these offers.

 Social

• Professional writer

 “My pen has taken me out of the projects, given me control of my circumstances from a very 
young age, and helped us get through COVID without a cough. Listen to this, “Death is as 
much a reality as birth, growth, maturity, and old age—it is the only certainty of life.” Yes, you 
guessed it. I wrote that in my will yesterday. I hate to brag, but I’m quite proud of that line.

• Married 25 years with no children

• Lives in Redlands, CA

What more would you like to know 
about Joe?

Medical Strategic Network
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Spiritual
• Atheist

• Currently practicing no religion

• Born Presbyterian

• There’s no life beyond this one.

• Has been feeling less than human with his physical decline (self-worth)

• Deep pride in his quality of life and independence, master of his surroundings and himself

Medical Strategic Network
17



 A 50-year-old tall man with a large frame has lung cancer metastatic to liver. On several trips to the cancer center, he 

appeared extremely weak and in need of assistance. At home, he was having difficulty accepting help with his activities of 

daily living (bathing, dressing, toileting, grooming, eating) from even his wife or family. He continues to refuse family 

assistance despite near falls. The medical team is concerned for his safety and has recommended physical therapy and 

occupational therapy multiple times to assist him, but he has repeatedly declined these offers.

 Social

• Professional writer

 “My pen has taken me out of the projects, given me control of my circumstances from a very young age, and helped 

us get through COVID without a cough. Listen to this, “Death is as much a reality as birth, growth, maturity, and old 

age—it is the only certainty of life.” Yes, you guessed it. I wrote that in my will yesterday. I hate to brag, but I’m 

quite proud of that line.

• Married 25 years with no children

• Lives in Redlands, CA

 Spiritual

• Atheist

• Currently practicing no religion

• Born Presbyterian

• There’s no life beyond this one.

• Has been feeling less than human with his physical decline (self-worth)

• Deep pride in quality of life and independence, master of his surroundings and himself

 What issues do you see? How would you address them?

Medical Strategic Network
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What do the studies tell us?
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Patients use religion to cope
Patients would like their physicians to 

discuss religious and spiritual issues
Most studies  positive correlations 

between religion & health, especially with
• Heart and vascular diseases

• Cancer

• Mortality in general

• Psychological benefits
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“Religion, Spirituality, and Health: The 

Research and Clinical Implications” by 

Harold Koenig, MD (2012) 

• 3,300 articles

• Majority of studies showed a significant 

relationship between religion/spirituality and 

better health 

Medical Strategic Network
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 Positive correlation
• Sense of well being

• Happiness, life 
satisfaction

• Hope and optimism

• Higher self-esteem

• Better adaptation to 
bereavement

• Social support

• Marital stability

 Negative 
correlation
• Loneliness

• Rate of depression 
recovery

• Rates of suicide

• Anxiety

• Psychosis

• Abuse of drugs and 
alcohol

• Delinquency
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Spiritual faith can help recovery.. 79%

Faith helps recovery from ills…… 56%

A doctor should talk to patients

about their spiritual beliefs………

63%
-USA Weekend. April 5-7, 1996

25



Advanced Cancer

> 80% patients, nurses, and physicians 

thought spiritual care from nurses or 

physicians was important

AND YET…

 MOST (70-90%) patients never received any 

form of spiritual care 

Medical Strategic Network
26



The strongest predictor for not providing 

spiritual care (odds ratio [OR] = 11.20, 

95% CI, 1.24 to 101; and OR = 7.22, 95% 

CI, 1.91 to 27.30, respectively)

Medical Strategic Network
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More than half of all 
U.S. medical schools 
now require some 
training in spiritual care 
(Larimore et al., 2002)

JAMA survey showed 
that 84 of 126 
accredited US medical 
schools offered courses 
on spirituality in 
medicine (Fortin & 
Barnett, 2004)

Medical Strategic Network
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 75% of Americans claim to pray 

regularly and/or believe in the 

healing power of prayer. 

Data from the Pew Forum U.S. Religious Landscape Survey 

conducted May 8 to Aug. 13, 2007 among more than 35,000 

Americans age 18 and older; released in 2008. 
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1.7 million patients, 33% of all U.S. hospitals

Patient satisfaction with emotional & spiritual 
aspects of care:   

*one of the lowest among all clinical 
care indicators

*one of highest areas needing quality 
improvement.

-Jt Comm J Qual 5'a/2003;29:659-670
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Patients who had discussions of religion & 
spiritual concerns:

more likely to rate their care at the highest 
level on four different measures of patient  
satisfaction, regardless of whether or not 
they said they had desired such a 
discussion.

-J Gen Intern Med. 2011 Nov;26(11):1265-71
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83% agreed or strongly agreed that surgeons 
should be aware of their patients' religiosity 
and spirituality.

63% concurred that surgeons should take a 
spiritual history.

64% indicated that their trust in their surgeon 
would increase if they did so.

-J Surg Educ. 2011 Jan-Feb;68(1):36-43
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Religiousness is related to:

 significantly less depressive symptoms
 better quality of life
 less cognitive impairment
 less perceived pain. 

Clinicians should consider taking a spiritual history 
and ensuring that spiritual needs are addressed 
among older patients in rehabilitation settings.

-J Rehabil Med. 2011 Mar;43(4):316-22
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“I do not ask that you take them out of the world, but 
that you keep them from the evil one. They are not of 
the world, just as I am not of the world. Sanctify them 
in the truth; your word is truth. As you sent me into 
the world, so I have sent them into the world. And for 
their sake I consecrate myself, that they also may be 
sanctified in truth. 
“I do not ask for these only, but also for those who 
will believe in me through their word, that they may 
all be one, just as you, Father, are in me, and I in you, 
that they also may be in us, so that the world may 
believe that you have sent me. 

John 17:15–22
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 The majority (75%) of physicians 

agree that religion and spirituality is 

important to patients for coping and 

for giving them a positive state of 

mind

 Curlin FA et al. Physicians’ Observations and Interpretations of the 

Influence of Religion and Spirituality on Health. Arch Intern Med. 

2007;167:649-654
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In a recent multicenter survey of 476 

physicians' attitudes toward spirituality in 

clinical practice, 85% said physicians should 

be aware of a patient's religious and 

spiritual beliefs.

-JAMA. 2004;291(23)
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Mixed association between religion and 

schizophrenia1

Faith healings2

1. Mohr S, Huguelet P. The relationship between schizophrenia and 

religion and its implications for care. Swiss Med Wkly 2004; 134: 369-

376

2.  Asser SM, Swan R. Child fatalities from religion motivated medical 

neglect. Pediatrics 1998; 101: 625-629
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By keeping patients' beliefs, 
spiritual/religious needs and supports 
separate from their care, we are 
potentially ignoring an important element 
that may be at the core of patients' coping 
and support systems and may be integral to 
their wellbeing and recovery. 

-Med J Aust. 2007 May 21;186(10 Suppl):S57-
9
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Given the advances in this area over the past 

decade, physicians can no longer ignore 

the spiritual aspects of care.

Nor are they able to ignore the spiritual 

aspects of delivering care.

-So Med J 2004 Dec; 97 (12): 1194-1200
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Beneficence
• Best interest of the patient

Non-maleficence
• First, Do no harm

Autonomy
• Right to refuse/choose treatment

Justice
• Equal distribution of health resources

Dignity
• The right to dignity

Truthfulness and Honesty
• Informed Consent
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Beneficence

(benefit)

Non-
Maleficence

(no harm)

Autonomy Justice
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 Overall spiritual 

people ‘do better’ –

less disease, better 

coping/results

 Decreased mortality 

shown in studies is 

only partially 

explained by 

demographics, 

lifestyle changes and 

social support
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Beneficence

(benefit)

Non-
Maleficence

(no harm)

Autonomy Justice
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Patients use religion to cope:

Religion positively correlates with health:
• ’d Heart and vascular dz with ’d survival
• ’d hypertension with improved response to 

therapy

• ’d cancer and ’d survival
• ’d overall mortality
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 Extrinsic religion 

(lifestyle, social):

• ’d stress and anxiety

 Intrinsic religion 

(internalized):

• Decreased depression

• Increased forgiveness 

• Psychological effects

• Increased hope and 

optimism
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 Context of teaching

 Jesus had compassion

 Acknowledged what 

they would lack in His 

sending them away

 Didn’t send them 

away hungry
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Beneficence

(benefit)

Non-
Maleficence

(no harm)

Autonomy Justice
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Definition: deliberated self-rule

To make free choices, patients need 
• Adequate accurate information

• Understanding and deliberation  decide

• For constructive choices and behavior, this requires 

an adequate worldview, valid beliefs and values
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Perform a spiritual assessment
• To see the patient’s worldview

• The patient is in control of the conversation and 
gets to choose his worldview and his perception of 
life

Rx patients’ illness and help...
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Help patients develop an adequate O. S.
• See God as good, believe He is trustworthy 

• Value goodness, rightness, growth

• Value their self-worth, acceptance and love

• Chose from position of self-worth, acceptance and 

love

So chose worthy goals and valid pathways, 

i. e.,

Autonomy: “Deliberated self-rule”
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Beneficence

(benefit)

Non-
Maleficence

(no harm)

Autonomy Justice
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Moral obligation to be fair, impartial, & 
equitable, especially with regard to 
• the distribution of health resources

• respecting an individual’s rights

• following legal laws 

 If you know a better way of coping, then it 
should be shared with all patients otherwise 
it is Maleficence

Christian understanding of personhood sets 
the highest standard for justice
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“He hath shewed thee, O man, what is good; 

and what doth the LORD require of thee, but 

to do justly, and to love mercy, and to walk 

humbly with thy God?” 

Micah 6:8
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Sozo: “to heal” or “to save”
Requires a worldview

• That honors justice, love, grace, beauty
• Moves toward integrated unity restoring relationships

Faith that leads to actions 
Understand etiology & pathogenesis of 

illnesses 
Understand and receive necessary therapy

• Including spiritual therapy,

“Incurable,” patients who receive spiritual 
therapy do better than those who don’t
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Matthew 4:23=> preaching, teaching, and 

healing

Addressing the physical only will almost 

always be the easier option

But the beneficial, no harmful, autonomous 

and just thing is to address the patients 

spiritual beliefs
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Three ethical reasons answered affirmatively:
• It provides significant “net benefit” (beneficence over 

non-maleficence)

• It validates autonomy by enabling deliberated decisions

• It is just, validating and honoring the autonomous 

humanity of each patient 

Spiritual care is moral and ethical when 

skillfully provided
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 “To ignore, override, repudiate, or ridicule 
the patient’s values is to assault the patient’s 
very humanity. This affront aggravates the 
disintegration of the person already there as 
a result of illness.” Pellegrino

 Spiritual care should empower patient 
autonomy

 We need to “take the initiative” in “gentle 
ways” to learn about their spiritual 
preferences.
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 We are broken clinicians before our patients
• Goes contrary to all professional training!

• Clinical competence requires superior knowledge 
and skill

• Spiritual competence requires awareness–owning 
our brokenness.

 Listening to patient, “been there, done that!”
• Our hearts go out to them, we understand

• We offer what “worked for me!”
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 No spiritual facades!
• The initial spiritual history/evaluation is done for the 

patient’s sake, not the clinician’s

• The initial spiritual history/evaluation does not 
require a spiritual person!

• Spiritual therapy requires a spiritually attuned 
person

 For patients with spiritual needs
• Provide spiritual care with integrity, even on “bad 

days”! 

• If you cannot meet the need as a person of integrity, 
call for assistance–chaplain, colleague
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“A spiritual assessment should … determine 
the patient’s denomination, beliefs and 
what spiritual practices are important to 
the patient. … The standards require 
organizations to define the content and 
scope of spiritual and other assessments 
and the qualifications of the individual(s) 
performing  the assessment.”

JCAHO PE 1.1.5.1
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 Clinicians are required to offer spiritual 

assessment and appropriate spiritual care.   

In offering spiritual care we:
• Seek to understand the patient’s spiritual needs

• Follow the patient’s expressed wishes

• Neither prescribe nor proscribe* spiritual practices

• Understand our own spirituality

• Practice spiritual care with professional integrity

*condemn



Spiritual assessment should, at a minimum, 
determine the patient’s denomination, 
beliefs, and what spiritual practices are 
important to the patient. 

The standards require organization's to 
• define the content and scope of spiritual and other 

assessments 

• the qualifications of the individual(s) performing 
the assessment. 
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Examples of elements that could be but 

are not required in a spiritual assessment 

include the following questions directed to 

the patient or his/her family:
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 How does the patient keep going day after day?

 What helps the patient get through this health care 

experience?

 How has illness affected the patient and his / her 

family?

 Who or what provides the patient with strength and 

hope?

 How does our faith help the patient cope with 

illness?
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There are MANY benefits

There is harm in NOT addressing religious struggle

Harms from spiritual intervention can be prevented 

mostly by informed consent, patient centered care, 

respect and sensitivity 

Many patients desire it 

It supports autonomy by enabling deliberated decisions

It is just to address spiritual needs in all who are human.

Spiritual care is a standard!

Medical Strategic Network
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 Strengthen patient-provider relationship
• Increase patient compliance

• Decrease malpractice claims

• Decrease provider burnout

Tailor medical care to patient’s religious 

tradition 

Help patients recognize spiritual challenges 

they are facing

66
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 A 50-year-old tall man with a large frame has lung cancer metastatic to liver. On several trips to the cancer center, he 

appeared extremely weak and in need of assistance. At home, he was having difficulty accepting help with his activities of 

daily living (bathing, dressing, toileting, grooming, eating) from even his wife or family. He continues to refuse family 

assistance despite near falls. The medical team is concerned for his safety and has recommended physical therapy and 

occupational therapy multiple times to assist him, but he has repeatedly declined these offers.

 Social

• Professional writer

 “My pen has taken me out of the projects, given me control of my circumstances from a very young age, and helped 

us get through COVID without a cough. Listen to this, “Death is as much a reality as birth, growth, maturity, and old 

age—it is the only certainty of life.” Yes, you guessed it. I wrote that in my will yesterday. I hate to brag, but I’m 

quite proud of that line.

• Married 25 years with no children

• Lives in Redlands, CA

 Spiritual

• Atheist

• Currently practicing no religion

• Born Presbyterian

• There’s no life beyond this one.

• Has been feeling less than human with his physical decline (self-worth)

• Deep pride in quality of life and independence, master of his surroundings and himself

 What issues do you see? How would you address them?

Medical Strategic Network
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Heart check

Evaluate your initial responses to Joe

How would you approach him differently 

now?

What principles will you keep in mind?

Medical Strategic Network
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Assess, especially for harmful spiritual beliefs
• For the patient’s sake, not your spiritual ego (or lack 

of)

• When you don’t feel like it

Treat
• Be genuine!

• Harm can be done if not addressed or addressed 
halfheartedly

• If you cannot meet the need, refer to a colleague or 
chaplain

Medical Strategic Network
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+ Red Flag, Refusing Intervention
• Express respect for autonomy

• Continue to offer intervention

• Explore response

• Similar to medical interventions

You are not entitled to know about anyone’s 
religious/spiritual beliefs

May need to establish more of a relationship 
first (trust/ rapport)

Check your heart

Medical Strategic Network
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 Praying for a patient is not a win for spiritual care.
 Not praying for a patient does not mean that you failed to do 

spiritual care.
 This is not an excuse to not pray when the Spirit leads you.
 If you are not spiritually attuned, refer to someone else.
 Clinical competence requires superior knowledge and skill
 Spiritual competence requires awareness–owning our 

brokenness.
 John 15:5 “I am the vine; you are the branches. If you remain in 

me and I in you, you will bear much fruit; apart from me you 
can do nothing.
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May decrease reliance on the Holy Spirit 

and increase reliance on spiritual care 

skills

May lead to spiritual performance trap

Medical Strategic Network
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• **Check your heart**

• No personal agenda

• Seek to understand the patient’s spiritual needs

Sensitivity

Respect

What is God already doing in this patient? 

Join Him there…  

Within the boundaries of maintaining your 

integrity and of conscience

Medical Strategic Network
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1. Pray God leads you, keeps you humble, 

and gives you a willing heart.

2. Listen to the patient.

3. Do it ethically.

Medical Strategic Network
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MEDICAL CONSIDERATIONS

The Principles of Beneficence and Nonmaleficence

1.What is the patient’s medical problem? Is the problem acute? Chronic? 

Critical? Reversible? Emergent? Terminal?

2.What are the goals of treatment?

3.In what circumstances are medical treatments not indicated? 

4.What are the probabilities of success of various treatment options?

5.In sum, how can this patient be benefited by medical and nursing care, and 

how can harm be avoided? 

PATIENT PREFERENCES

The Principle of Respect for Autonomy

1.Has the patient been informed of benefits and risks, understood this 

information, and given consent?

2.Is the patient mentally capable and legally competent, and is there evidence 

of incapacity? 

3.If mentally capable, what preferences about treatment is the patient stating?

4.If incapacitated, has the patient expressed prior preferences?

5.Who is the appropriate surrogate to make decisions for the incapacitated 

patient?

6.Is the patient unwilling or unable to cooperate with medical treatment? If so, 

why?

QUALITY OF LIFE

The Principles of beneficence and Nonmaleficence and Respect for Autonomy

1.What are the prospects, with or without treatment, for a return to normal 

life, and what physical, mental, and social deficits might the patient 

experience even if treatment succeeds?

2.On what grounds can anyone judge that some quality of life would be 

undesirable for a patient who cannot make or express such a judgment?

3.Are there biases that might prejudice the provider’s evaluation of the 

patient’s quality of life?

4.What ethical issues arise concerning improving or enhancing a patient’s 

quality of life?

5.Do quality-of-life assessments raise any questions regarding changes in 

treatment plans, such as forgoing life-sustaining treatment?

6.What are plans and rationale to forgo life-sustaining treatment?

7.What is the legal and ethical status of suicide? 

CONTEXTUAL FEATURES

The Principles of Justice and Fairness

1.Are there professional, interprofessional, or business interests that might 

create conflicts of interest in the clinical treatment of patients?

2.Are there parties other than clinicians and patients, such as family members, 

who have an interest in clinical decisions?

3.What are the limits imposed on patient confidentiality by the legitimate 

interests of third parties?

4.Are there financial factors that create conflicts of interest in clinical 

decisions?

5.Are there problems of allocation of scarce health resources that might affect 

clinical decisions?

6.Are there religious issues that might affect clinical decisions?

7.What are the legal issues that might affect clinical decisions?

8.Are there considerations of clinical research and education that might affect 

clinical decisions?

9.Are there issues of public health and safety that affect clinical decisions?

10.Are there conflicts of interest within institutions or organizations (e.g. 

hospitals) that may affect clinical decisions and patient welfare? 

A case-based approach to ethical decision-making

Adapted from AR Jonsen, M Siegler, W Winslade, Clinical Ethics, 7th 

edition. McGraw-Hill, 2010. 
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