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Caring for patients involves understanding the
ways in which they fulfill their physical natures.
Balance in the basic drives of life, such as eating,
sleeping, and having sex, is important to the quality
of one’s life. Imbalance in these fundamental do-
mains, moreover, may reflect an underlying disrup-
tion in mental health or, alternatively, threaten
mental well-being. Physiological dysfunction ac-
companying either illness or treatment may further
upset this balance, interfering with the regulation
of appetite, sleep patterns, or sexual interest and
capacities. These dimensions of life are often very
private and involve deeply personal concerns for
our patients. Impulses, intimacy, image, and inse-
curities—these are the complex, overdetermined
biological and psychological issues that arise. And
as with other such sensitive considerations in psy-
chiatric practice, certain values and bioethical prin-
ciples are held especially dear in caring for these
aspects of our patients’ lives.

CARDINAL ETHICAL PRINCIPLES

The practice of medicine rests on the six cardinal
ethical principles (1) of
-respect for persons (a deep regard for the worth
and dignity of all human beings),
-autonomy (right to self-governance),
-beneficence (the duty to act in a way that provides
the greatest positive consequences and the least
negative consequences),
-nonmaleficence (a modern term for primum non
nocere: “first, do no harm”),
-veracity (honesty or truth-telling), and
-justice (treating people fairly and without preju-
dice). Although these ideas seem very abstract, they
can be applied in a manner that supports high-
quality, clinically rigorous, and ethically sound de-
cision making in everyday patient care.

UPHOLD APPROPRIATE STANDARDS OF
CLINICAL CARE

Consider, for instance, the case of a 48-year-old
woman who has been treated for major depression

with antidepressants and benzodiazepines for sev-
eral years. She has been morbidly obese her entire
life and now weighs more than 360 pounds. She
faces complications of obesity, such as diabetes mel-
litus and arthritis of knees and hips. She has spoken
with her physicians about the option of undergoing
bariatric surgery, which has been recommended for
her. Her insurance company requires that she at-
tempt to lose weight on her own during the next 12
months. She has tried several times without any
success. Both she and her psychiatrist do not believe
she can achieve significant and enduring weight loss
without surgical intervention. Her psychiatrist, in-
ternist, and consulting surgeon agree that the pa-
tient’s life and overall well-being are endangered by
the delay in the surgical intervention because the
complications of her obesity are progressing and
she is becoming more depressed. The patient asks
her psychiatrist to attest that she has tried to lose
weight for 12 months and failed. The psychiatrist
and internist discuss what they should do.

Although the physicians have a responsibility to
be truthful (veracity) in their disclosures to the in-
surance company, they also have a responsibility to
serve the health and well-being of the patient and
uphold appropriate standards of clinical care. The
principles of respect for persons and beneficence sup-
port the efforts of the physicians to honor the in-
formed, autonomous decision of the patient to pur-
sue bariatric surgery, because it is medically
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indicated and may bring substantive benefit to the
patient. Following the principle of nonmaleficence,
the physicians believe that the risks of continuing
with the medical and psychiatric issues related to
her severe obesity are significantly greater than the
risks of surgery at this point. Following these bio-
ethics principles, the psychiatrist may appeal the
decision of the insurance company and request a
hearing to speed up the patient’s request for bariat-
ric surgery, knowing that this appeal is grounded in
excellent clinical and ethical practice.

PROTECTING VULNERABLE PATIENTS

Consider a second scenario in which a male pa-
tient with bipolar disorder who is currently hypo-
manic is observed hugging another patient on an
acute inpatient psychiatry unit. How do these eth-
ical principles inform the care of this patient in this
context? Although motivation cannot be ascribed
to this observed behavior, sexual contact or contact
that is designed to arouse or satisfy sexual feelings
on inpatient psychiatry units is a serious concern
because of the potential exploitation of vulnerable
patients. Vulnerability is related in part to the acu-
ity of a major psychiatric condition that potentially
diminishes decision-making capacity and judg-
ment about engaging in sexual relations. This vul-
nerability places special ethical obligations on psy-
chiatrists related to the principle of nonmaleficence,
such as anticipating risks and preventing harm
from occurring to patients in a treatment setting.
Adult patients with major psychiatric disorders are
possibly also at greater risk of being physically and
sexually abused than the general population and
risk unwanted pregnancies and sexually transmit-
ted infections (2–4). To this end, mental health
professionals and administrators are obligated to
protect vulnerable patients from harm and exploi-
tation, i.e., fulfilling the bioethical principles of be-
neficence and nonmaleficence. One set of authors (5)
has argued, in fact, that all sexual interactions be-
tween inpatients—an intentional therapeutic con-
text—should be prevented.

Protecting vulnerable patients on inpatient units
should be balanced by the ethical obligation of re-
spect for persons, which encompasses respect for
autonomy, and by our society’s stance on protect-
ing sexual freedoms (6). A potential conflict in this
balancing has led to recommendations that sexual
behaviors on inpatient units should be managed
individually (6–8). Factors that might relate to the
response of mental health professionals to such be-
haviors include the marital status of each patient
involved, because spouses should be assured that
patients will be protected in the hospital, the pa-

tient’s mental and intellectual status, length of stay,
psychodynamic factors, legal responsibilities, and
the attitudes of staff (7). One important recom-
mendation is that all staff members need to be ad-
equately trained to manage these issues (9). Broad
consensus (5–7, 9) exists that education should be
provided to patients about responsible sexuality.
Further, it is recommended that interpersonal rela-
tionships and institutional policies should be devel-
oped that inform on these matters and enable con-
sistent, constructive responses while protecting
vulnerable patients. These approaches are informed
by all of the cardinal bioethics principles of respect
for persons, autonomy, beneficence, nonmaleficence,
veracity, and justice.

UPHOLD CLINICAL AND ETHICAL
STANDARDS WHILE HONORING
PATIENT AUTONOMY

A third example related to managing a pa-
tient’s sleep needs helps to illustrate the differ-
ence between fulfilling clinical and ethical stan-
dards of care and gratifying a patient’s request.
This tension occurs commonly in clinical prac-
tice and can be confusing because of the apparent
ethical ideal of honoring patient autonomy. In
this case, a 42-year-old truck driver is evaluated
for fatigue, tiredness, lack of energy, and poor
concentration. He has been driving trucks for the
last 20 years. He drives locally, short distances.
His wife lost her job recently, and their income
has decreased significantly. Thus, he got another
part-time driving job, during the evening hours.
His employers do not know about his other jobs.
He admits feeling mildly depressed but denies
suicidal or homicidal ideation. He sleeps on av-
erage 5 hours a night because of his two jobs. He
wakes up frequently because he snores a lot. The
patient refuses any workup, such as a sleep study.
He heard from other truck drivers that “Adderall
can do wonders, can keep me awake during the
day, and then Ativan or Xanax can make me sleep
like a baby. Doc, just give me a prescription for
Adderall and Xanax, and I will be fine. We really
need to keep me going, otherwise we may lose
our house.” In this situation, the patient’s re-
quest is not in keeping with an appropriate stan-
dard of care—these interventions are not medi-
cally indicated. The physician should not
provide the prescription medications but should
offer accurate information to the patient about
the risks inherent to fulfilling this request and
work to find alternative approaches that will help
the patient address his physical needs in relation
to his work activities.
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ENSURE PATIENT SAFETY AND DIGNITY

The therapeutic approach in a final example
helps to demonstrate the meaning of the principle
of respect for persons and the difficult conflicts that
occur in endeavoring to fulfill all of the ethical im-
peratives of clinical care. A 15-year-old male ado-
lescent is admitted to the hospital after a suicide
attempt. He is severely depressed and still suicidal.
He recently came to the realization that he is gay
and is struggling to accept this, a situation made
more difficult because his family is strongly reli-
gious and opposed to homosexuality. He feels that
he cannot tell his parents about his homosexuality
and feels depressed about it. He does not want his
parents to know, saying “It would kill all of us.” In
this situation, what is the duty of the treating psy-
chiatrist? Should the psychiatrist inform the par-
ents about the primary issue of the adolescent’s life?

This is a difficult case because it involves both the
rights of the patient and his parents and the psychi-
atrist’s fiduciary relationship with both. In addi-
tion, both action and inaction may increase risk for
the patient. The most prudent course of action is to
start an aggressive treatment of the patient’s depres-
sion at an inpatient unit, combining medication
and individual psychotherapy that addresses the is-
sues of “coming out,” followed by family sessions to
explore the parents’ attitudes and feelings, with a
gradual move toward informing the parents and
discussing their reactions and the patient’s reaction
and possible reconciliation. This approach places
primacy on ensuring the safety of the patient first,
i.e., beneficence and nonmaleficence, and this empha-
sis may require a delay in talking through the diffi-
cult issues pertaining to the young person’s sexual
identity and sexual life. Respect for persons requires
that the care-giving psychiatrist serve the well-being
of the patient, without judgment and with compas-

sion, kindness, attention to privacy, and true regard
for the patient’s dignity.

Addressing imbalance or disruption in the basic
drives of a patient’s life, including deeply personal
concerns related to eating, sleeping, or having sex,
involves many ethical considerations. The cardinal
ethical principles of respect for persons, autonomy,
beneficence, nonmaleficence, veracity, and justice
may help inform a therapeutic approach to such
sensitive issues. Taking the time to reflect on the
relevance of these principles in the care of an indi-
vidual patient may foster greater empathy and illu-
minate critically-important aspects of the patient’s
experience that might otherwise go unnoticed or
unattended. The quality of the therapeutic rela-
tionship, in turn, may be strengthened, enriching
all of the dimensions of the patient’s care.
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