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AIM

Become more familiar 
with modern medical 

ethics and better 
equipped with 

effective strategies to 
avoid associated 
regulatory and 

medicolegal risks 

OUTLINE

First session: 
A review of medical ethics
The importance of recognising areas of challenge

Coffee

Second session:
Consent and shared decision making
Communicating risk 

Lunch

Third Session:
Truth-telling and Duty of Candour
Managing an adverse outcome conversation

Fourth Session:
Speaking up – how can we do this safely? 
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“Trust takes a lifetime to build, but 
can disappear in an instant.”

Ethics form the foundation for trust. 

A doctor’s personal code of ethics is the 
cornerstone of the doctor and patient 
relationship. 

Clear boundaries around what is and isn't 
acceptable behaviour for ourselves and others 
are vital. 



What do we mean
by ‘ethics’?

Ethics is the application of values and 
moral rules to human activities.

Ethical principles are used to solve 
actual or anticipated dilemmas in 
medicine and biology.

Key topics in Medical Ethics

The clinical relationship, truthfulness,  and 
good communication

Confidentiality and good clinical practice

Medical research

Human reproduction

The new genetics

Treating children

Health care for those with mental disorders 
and disabilities

Life, death, dying, and killing
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1846

AMA 
appointed a 

committee to 
create a code 

of ethics

1940s 
Light shed on 

crimes committed 
by the Germans 

and Japanese 
during the war

1945
Nuremberg Trials 
and Ethical Code 
produced – “why 

does consent 
matter?”

1960s
Dialysis emerged –

extremely expensive 
and scarce resource

New profession of 
‘bioethicists’ born

1960s –
1970s 

Technology 
advanced –

ventilators/feeding 
tubes. When to 

remove? Concept of 
‘futility’ emerged.

1972– 1980
Tuskegee Syphillis 

experiments.

Research ethics 
further 

developed.

1980

Physicians were 
required to 

‘deal honestly 
with patients 

and colleagues’

Ethical 
standards are 
adjusted and 

created to 
reflect  societal 

changes and 
issues

400BC

21st

CENTURY



The 4 key moral principles (first 
published in 1979) used as a common 
framework when analysing medical 
ethics:

Respect for autonomy

Nonmaleficence

Beneficence

Justice



The law reflects these principles:

Respect for autonomy Consent/Confidentiality/Access to Records

Nonmaleficence Criminal Law

Beneficence  Negligence Law

Justice Anti-discrimination Law



"Medical practice is an ethical and 
legal minefield. So what helps us 
manage these dilemmas in an effective 
way? 

The answer is – rarely, the law, but 
commonly, ethics”

The law largely reflects long-standing ethical 
principles.

“Judges and politicians drive our behaviour at the 
periphery, but our collective ethical consciences have 
historically had a much greater impact.”



Collective ethical conscience: The 
importance of understanding GMC 
guidance





The duties of a doctor registered with the GMC:

Patients must be able to trust doctors with their lives and health. To justify 
that trust you must show respect for human life and make sure your practice 
meets the standards expected of you in four domains:

1. Knowledge, skills and performance
2. Safety and quality
3. Communication , Partnership and Teamwork
4. Maintaining Trust

You are personally accountable for your professional practice and must 
always be prepared to justify your decisions and actions. 



Knowledge, skills and performance

Make the care of your patient your first concern.

Provide a good standard of practice and care:

• Keep your professional knowledge and skills up to date.

• Recognise and work within the limits of your competence.



Safety and Quality

Take prompt action if you think that patient safety, dignity or comfort is 
being compromised. 

Protect and promote the health of patients and the public



Communication, Partnership and Teamwork
Treat patients as individuals and respect their dignity. 

• Treat patients politely and considerately. 

• Respect patients’ right to confidentiality. 

Work in partnership with patients.

• Listen to, and respond to, their concerns and preferences.

• Give patients the information they want or need in a way they can understand. 

• Respect patients’ right to reach decisions with you about their treatment and care.

• Support patients in caring for themselves to improve and maintain their health.

Work with colleagues in the ways that best serve patients’ interests.



Maintaining trust

Be honest and open and act with integrity.

• Never discriminate unfairly against patients or colleagues.

• Never abuse your patients’ trust in you or the public’s trust in the 
profession.



New version of Good Medical Practice due out in 
2023:

From 27 April 2022 to 20 July 2022, the GMC ran a public consultation 
on a draft, updated version of Good medical practice.

Proposed changes focus on four main areas:

• Tackling discrimination and promoting fairness and inclusion. 

• Working in partnership with patients.

• Working effectively with colleagues.

• Leadership and organisational culture.



Where are the greatest ‘day-to-day’ ethical 
challenges and medicolegal pitfalls?

• Consent and Shared 
Decision Making

• Managing adverse 
outcomes

• Speaking Up for safety



Coffee Break



Consent and Shared Decision Making

Medicolegal risk: “Failure to warn”

Patient dissatisfaction predicts future litigation risk

Failure to communicate information is the most frequent source of patient 
dissatisfaction

Patient dissatisfaction relates to the:
• Quality and quantity of information received
• Decision making process



I wish I had never had 
this done.

I had no idea what I 
was getting myself 

into.

I would have been 
better off doing 

nothing.
I felt I had no choice. 

The doctor did not 
listen to my concerns. 
He just talked at me.

The discussion was so 
quick. 

The doctor told me it 
was a routine 

operation. He said I 
would be fine.

I was given so much 
information. I felt 

overwhelmed and too 
embarrassed to ask 

questions.
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Consent must be free from duress

Not forced
Not coerced
Not manipulated
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Mental Capacity Act 2005 

There is a presumption of capacity unless it can be shown 
that a person lacks capacity to make a decision for 
themselves at the time the decision needs to be made.

People must be given all appropriate help and support to 
enable them to make their own decisions or to maximise 
their participation in any decision-making process.



Training and Support for Doctors by Doctors

Informed consent
Good Medical Practice 2013, GMC 
You must:
• give patients the information they want or need to know in 

a way they can understand.
• work in partnership with patients, sharing with them the 

information they will need to make decisions about their 
care including: their condition, its likely progression and the 
options for treatment, including associated risks and 
uncertainties.
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Information that must be given to all patients

Severity of risk

Frequency 
of risk Common and well 

documented risks

Rare but 
serious risks
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Information that is material to the individual

“A risk is material if a reasonable person in the 
patient’s position would be likely to attach 

significance to it, or if the doctor is or should be 
reasonably aware that their patient would be likely 

to attach significance to it”

Lords Kerr and Reed in Montgomery v Lanarkshire 2015
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What matters to the patient?

▪ Whether a risk is material cannot be reduced to percentages

▪ A dialogue is needed that must be understood by the patient

▪ The therapeutic exception should not be abused
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Communication Skills required for safe 
decision making:

Listening
Empathy
Asking about ‘ICE’
Discussing Risks
Checking Understanding
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Which habits build trust?

7% Verbal:  What we say
(words) 

38% Paraverbal: How we say it
(rate, volume, tone)

55% Non-verbal: What we say without words
(eye contact, facial expression, 
gestures, posture, personal space,
touch)
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Information Gathering: Listening and Asking

What matters to this patient?
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Hierarchy of Listening
Waiting to speak

Either the listener interrupts or is preoccupied with another 
thought

Paying attention to the words

The listener is listening to the content of the message

Paying full attention to all the information being made available

The listener is fully engaged with the message, noticing body 
language, tone, mood and emotions as well as content

Authentic or active listening
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Levels of listening

Deepest Meaning

Deeper Feelings

Superficial Words
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Asking the right question to gather ‘ICE’
Open 
• Always use open questions 

to avoid Yes / No answers

Deepening
• “Are you able to tell me 

more?”

• “Are you able to develop that 
a bit more?”

Probing
• Hypothetical – “What if….?”

• Justifying – “What makes you so 
concerned?”

• Comparative – “How does that differ 
from ….?”

Remain non-judgemental 

Ask don’t tell
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OPTIONS

• Option A: No action option/Do nothing/Watch and wait

• Option B

• Option C

• Option D

Discuss risks and benefits of each option

Chunk and check
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Communicating
Risk

THE RISK IS

1 in 20
Uncommon

Double

5% Outcomes

No problems

Infection

Scar

Disappointed
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“I know that you believe you understand what 
you think I said, but I'm not sure you realise 
that what you heard is not what I meant.”

Robert McCloskey,  State department spokesman
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Intent v Impact

The success of any interaction depends upon 
how the listener receives the message NOT 
what you intend

To improve communication assume that it is 
your responsibility for getting your message 
across clearly!
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Checking Understanding 

Yes/No:    “Do you understand?” “Any questions?” “Is there anything

you are not clear about?”

Tell back directive: “Can I check you have understood and ask you to 

tell me in your own words what we have decided and

what will happen next?” 

“What will you tell your husband when you get home?”

Tell back collaborative:   “Can I check that I have been clear and ask you

to tell me in your own words what we have decided and 

what will happen next?”



Breakout
30 minutes in 
pairs

• Choose a common and simple 
example of decision making from 
your day to day practice.

• Take it in turns to take your 
partner through the decision 
making process



Lunch 



Managing Adverse Outcomes

What do we mean by an adverse outcome?

“Unintended and unexpected” 

How common are adverse outcomes?

10% hospital admissions; 50% preventable; few due to negligence

When was your last adverse outcome?

What did you do?



Before 2014 there was no legal duty on care 
providers to share information with the people 
who had been harmed, or their families.

The tragic case of Robbie Powell and the perseverance 
of his parents through the UK courts and then the 
European Court of Human Rights exposed the absence 
of this legal duty

In 2013, the Francis Inquiry also found serious failings 
in openness and transparency at Mid Staffordshire
NHS Foundation Trust



What is expected legally and ethically now?

Professional duty

of candour
Regulated by the GMC

Applies to the individual

1. duty to be open and honest with patients in your 
care, or those close to them, if something goes 
wrong.

2. duty to be open and honest with your organisation 
(and regulator), and to encourage a learning culture 
by reporting adverse incidents that lead to harm, as 
well as near misses

Statutory duty of candour
(since Nov 2014)

Regulated by the CQC

Applies to organisations not individuals

Regulation 20 of The Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014

General duty to be open and transparent and a 
specific duty if a notifiable safety incident occurs

Penalty is a fine up to £2,500



A crucial part of the duty of candour is the apology

Apologising is not an admission of liability

In many cases it is the lack of timely apology that pushes people to take legal 
action 

Saying sorry is:

• always the right thing to do

• not an admission of liability

• acknowledges that something could have gone better

• the first step to learning from what happened and preventing it recurring.



What do patients want following an adverse 
outcome?

• Find out what happened and why

• Receive an acknowledgement, acceptance of responsibility and an 
apology

• Enforce accountability

• Correct deficient standards of care

• Financial compensation for accrued and future costs

“Only 1-5% of patients claim after a serious adverse outcome due to error” 

(Mello 2017)



What are the barriers to having open and honest 
discussions with patients and families?



“We have never, and will never, 
refuse cover on a claim because 
an apology has been given.” 

Helen Vernon, Chief Executive, NHS Resolution 2017



Don’t say:                            Do say:

We are sorry if                                       I am sorry X happened

We are sorry but                                   I am truly sorry for the distress

caused

I am sorry you feel like that                 I’m sorry, we have learned that…



Admitting liability?

“I am sorry you…”

An expression of regret for the 
patient’s experience or emotions 
is not an admission of liability

“I am sorry I…”

Apologising for one’s own actions 
or behaviour (or that of someone 
else) can be an admission of of of
of liability



The key to adverse outcome conversations:

“gather before you give – or lock horns”

“Would you be able to tell me in your own words 
what you experienced and how things have been 

since?”

“I am so sorry that x happened”



Avoid the use of minimising words or phrases

I hear there was a little 
bit of a problem…..



1

• Acknowledge what has happened

• Say sorry

2
• Invite patient to tell their story

3
• Empathic reflection - facts and feelings

• Answer questions 
• Explore next steps4

4 step 
framework 
for adverse 
outcome 
conversations

Stage 4 needs to cover:
• What happened
• What can be done to deal 

with any harm caused
• What will be done to 

prevent someone else 
being harmed

Needs to happen “as soon as 
reasonably practicable”



Practice a post 
adverse outcome 
conversation

• In pairs 

• Take it in turns to be the 
doctor and patient

• 10 minutes each to work 
through the 4 steps



Quick Break





The new 2023 version of Good Medical Practice 
will contain more on tackling discrimination and 
promoting fairness and inclusion. Including a 
duty to not abuse, discriminate against, bully, 
exploit, or harass anyone, or condone such 
behaviour by others. 



The importance of a 
respectful and supportive 
team:

“I have experienced discrimination, 
harassment and bullying during training 
and since qualifying. This has disrupted 
my health, professional confidence and 
undermined other resilience factors.”

2 in 5 doctors say there is 
a problem with bullying 
or harassment  in their 
workplace 

Disabled staff are the 
most likely to suffer 
bullying or harassment

BMA survey 2017



What are the 9 protected characteristics 
covered by the Equality Act 2010?



Discrimination is when someone is treated 
unfairly for any of these reasons:

Age
Disability
Gender reassignment
Marriage or civil partnership
Pregnancy or maternity
Race (including colour, nationality, ethnic and national origin)
Religion or belief
Sex
Sexual orientation



What discrimination law covers

direct or indirect discrimination – when someone is put at a 
disadvantage and treated less favourably because of a protected 
characteristic

harassment – when bullying or unwanted behaviour is related to a 
protected characteristic

victimisation – when someone is treated differently or less favourably 
because they made or supported a complaint to do with a protected 
characteristic, or someone thinks they did or might do



The law on harassment:
To be harassment, the unwanted behaviour must have either:

• violated the person's dignity

• created an intimidating, hostile, degrading, humiliating or

offensive environment for the person

It can be harassment if the behaviour:

• has one of these effects even if it was not intended

• intended to have one of these effects even if it did not have that

effect



More on harassment:

Unwanted behaviour can include:

• a serious one-off incident
• repeated behaviour
• spoken or written words, imagery, 

graffiti, gestures, mimicry, jokes, 
pranks, physical behaviour

It can still be against the law even if 
the person being harassed does not 
ask for it to stop.

The person being harassed might feel:

• disrespected
• frightened
• humiliated
• insulted
• intimidated
• threatened
• undermined



You overhear a colleague making a 
discriminatory comment about another 
colleague. 

What do you do?

BYSTANDER TO UPSTANDER



The Bystander effect

Diffusion of Responsibility

When there are other people present in the scene the onlookers do not 
feel any sort of pressure to take action, as the sense of responsibility is 
divided among the total number of people present.

Behaving in Socially Accepted Ways

When an onlooker looks towards the crowd to determine what he/she 
should do and sees the crowd not responding, he/she takes it as a 
signal that they are not obliged to take any kind of action regarding the 
matter. Thus behaving in the accepted way of the crowd.



NVC – Non violent communication (Rosenberg)
Also known as giraffe communication,

compassionate or collaborative

communication

1. Observation: “I saw/heard…”

2. Feelings: “I felt…”

3. Needs: “We all need to work in an inclusive, safe environment….”

4. Requests: “Would you be willing to…” “Maybe we could…”



Plan the conversation and reduce the risks:

1. Switch on unconditional positive regard

2. Replace blame with curiosity

3. Use the NVC approach

4. Explore and ask for solutions

5. Ask for feedback on your delivery



Breakout room
10 minutes

In pairs take it in turns to  raise 
concerns about an inappropriate 
throw away comment made 
either to you or regarding a 
colleague.
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What, So what and Now what?

So What have you 
learned today?

Now What will you 
do going forward?
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Please complete the feedback form to receive 
a certificate and access to slide decks
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