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AIM

� To suggest that patterns of practice might be a 

useful way to think about ethical decision making



PLAN

� To introduce the idea of patterns of practice

� To suggest how clinical decisions are justified by 

patterns of practice

� To consider whether particular ethical issues can 

be usefully approached using the notion of 

patterns of practice



FOR STARTERS

� “The moral world has its being in, it rests upon, 

what we do and how we act. It is in our actions 

and the way we treat one another that values 

come into being and are preserved in being.”

(Luntley, M. 1995. Reason, Truth and Self: the 

Postmodern Reconsidered. London and New York: 

Routledge, p. 218)



THE PLACE OF PATTERNS IN OUR 

LIVES

� Patterns of behaviour (eating and sleeping)

� Social patterns (manners and driving)

� Cultural patterns (football and music)

� Patterns of worship

� Patterns of thought (adverts and politics)

� Linguistic patterns of expression



PROFESSIONAL PATTERNS

�Learned patterns of practice – education 
and training

�Professional ethics – e.g. informed consent 
� Sidaway (1985) – legal standard for adequate 

information is same as for negligence 

(i.e. Bolam, 1957: a “responsible body” of medical 
opinion)

�Evolution of professional norms? – e.g. the 
professional versus the patient view
� Pearce (1999): “a significant risk which would 

affect the judgement of a reasonable patient”



THE DISCONTINUITY PROBLEM

Clinical behaviour

Ethical theory



POP SOLUTION

Clinical behaviour

Ethical theory

Patterns of Practice



Patterns of Practice

Education and training

Clinical factors

Experience

Religious or 

spiritual factors

Political factors

Legal factors
Cultural factors

Social factors

Moral factors



HOWEVER:

� Is a pattern of practice a justification?

� A ridiculous suggestion (Dr Shipman)!

� ‘What people accept as a justification – is shewn 

by how they think and live’ (Wittgenstein, PI 
§325)



THE JUSTIFICATION OF 

CLINICAL DECISIONS

� Patterns of practice must demonstrate coherence:

� Internal

� External

� Internal coherence: casuistry

� External coherence: virtue theory



INTERNAL COHERENCE AND 

CASUISTRY
� Inductive process: argues from details of individual 

cases to general principles (Aristotle)

� In Law and clinical practice (precedent cases)

� Immersion in particularities, perspectives, contexts

� Interpretation of moral relevance and meaning

� Conclusions are presumptive and revisable

Louw, S. J. and Hughes, J. C.  (2005). Moral reasoning – the unrealized place of casuistry in 
medical ethics. International Psychogeriatrics, 17 (2) 149-54

Murray T H. 1994: Medical ethics, moral philosophy and moral tradition.  In Fulford K W 
M, Gillett, G. and Soskice, J.M. (eds.), Medicine and Moral reasoning. Cambridge: 
Cambridge University Press, 91-105.



EXTERNAL COHERENCE 

AND THE VIRTUES
( HUGHES, J C AND LOUW, S J (2005) MORAL, ETHICAL AND LEGAL ASPECTS 

OF DEMENTIA: END-OF-LIFE DECISIONS.  IN: DEMENTIA (3RD EDITION) (EDS. A 

BURNS, D AMES & J O’BRIEN) PP 239-243.  LONDON: ARNOLD HEALTH 

SCIENCES)

�An action is right inasmuch as it is the act 
that a virtuous person would perform, 
where a virtue is understood as a 
disposition required for people to flourish 
or live well.

�The virtues gesture at that which we 
should become as human beings.

�They point us in the direction of what it is 
to do well humanly.
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BUT HOW DO WE KNOW WHAT IS 

VIRTUOUS?

�Ask a virtuous person!

� “this is far from being a trivial point, for it 

gives a straightforward explanation of an 

important aspect of our moral life, namely 

the fact that we do not always act as 

‘autonomous’, utterly self-determining 

agents, but quite often seek moral 

guidance from people we think are 

morally better than ourselves.”
(Hursthouse, R. 1999: On Virtue Ethics.  Oxford: OUP p 35)

�And we do know anyway!
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ACTIONS ARE RIGHT OR 

WRONG SURELY?

� But our dispositions are not irrelevant

� “What people often complain about is not 
whatever decision the doctors made, but the 
manner in which they delivered it or acted on it. 
….A dose of virtue ethics might make [doctors] 
concentrate more on how they should respond, 
rather than resting content with the thought that 
they have made the right decision.”(Hursthouse 
1999, p 48)
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SPECIFIC EXAMPLES



CASE 1: TELLING THE DIAGNOSIS

� A 72 year old woman presents with a two year 

history of global cognitive impairment suggestive 

of Alzheimer’s disease, but without insight into 

her condition or the problems she has been 

causing for her family. Once the diagnosis has 

been made, should she be told what it is?



CASE 1: INTERNAL COHERENCE

� Would I normally tell people the diagnosis? So if not in 
this case, what is the morally relevant difference?

� Is it licit to treat people with dementia differently to 
others?

� Is it licit to treat people without insight differently to 
others?

� How do I normally give potentially harmful information 
to people?

� How will I deal with informed consent if I want to start 
some form of treatment?

� What are the circumstances under which I would tell a 
lie?

� Can I avoid giving the diagnosis and yet say something 
that might be useful without telling a lie?



CASE 1: EXTERNAL COHERENCE

�What is the evidence concerning telling 
people the diagnosis in dementia? Do they 
want to know? Does it do any harm?

�What is it to be person-centred in 
dementia in this circumstance?

�How might I demonstrate fidelity (if this 
is a virtue I think is relevant) to this 
person?

�Can I also show some charity, instil hope, 
provide steadfastness (being with 
perhaps), integrity?



CASE 2: USE OF 

CHOLINESTERASE 

INHIBITORS

� A 69 year old man with a complaint of memory 

loss, slight impairment of some activities of daily 

living and very mild deterioration in his 

functional skills, scores 25/30 on the MMSE, with 

bilateral periventricular ischaemic change. 

Should he be given a cholinesterase inhibitor?



CASE 2: INTERNAL COHERENCE

� Do I ever treat people where there is doubt about 
the diagnosis, but whom I decide to treat 
nonetheless?

� What are my attitudes towards the evidence in 
the case of the cholinesterase inhibitors? (Does 
this square with my attitude towards evidence in 
the case of other treatments?)

� What store do I place on drug treatments over 
against other forms of treatment (in this 
condition and in others)?

� (In the UK, are there other treatments I am not 
allowed to give and what then do I do?)

� Are there other circumstances in which I break 
national guidelines (e.g. psychological therapies)?



CASE 2: EXTERNAL COHERENCE

� What is my attitude to the difficulties of resource 

allocation in the health service?

� What are the demands of justice?

� What are the demands of charity, honesty, 

courage?

� What might practical wisdom say?



CASE 3: ANH

� 78 year old man in a continuing care unit for 

people with severe dementia, now completely 

dependant for all basic needs, increasing 

dysphagia, and then suffers a probable aspiration 

pneumonia. His daughter, a nurse on the surgical 

ward, wants him to have a PEG tube for feeding.



CASE 3: INTERNAL COHERENCE

� If the family were not asking for this 
intervention, would we give it (i.e. would a 
decision to refer for PEG feeding cohere 
with other decisions)? If not, why not?

�Under what circumstances would we 
suggest a PEG tube?

�Given that we treated the pneumonia, 
why don’t we treat the dysphagia?

�Why would we continue to feed orally if 
we know it will do harm, given that 
elsewhere we would set great store by 
doing no harm?



CASE 3: EXTERNAL COHERENCE

�What constitutes good practice in this 

circumstance (what would the virtuous 

person do)?

�What are the important values here and 

to whom? 

�How might a decision square with the 

duty to care? (What is basic care?)

�What would we do about the daughter?

� Show the virtues of honesty, compassion, 

bravery



SUMMARY

I have:

� Introduced the idea of patterns of practice

� Suggested how clinical decisions are justified by 

patterns of practice

� Considered whether particular ethical issues can 

be usefully approached using the notion of 

patterns of practice



CONCLUSION

� “The moral world has its being in, it rests upon, 

what we do and how we act. It is in our actions 

and the way we treat one another that values 

come into being and are preserved in being.”

(Luntley, M. 1995. Reason, Truth and Self: the 

Postmodern Reconsidered. London and New York: 

Routledge, p. 218)


