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Medical ethics provides the moral architecture for clinical practice, but in psychiatry, this 

architecture must support uniquely complex and often contradictory loads. The psychiatrist 

operates at the precarious intersection of mind, medicine, and society. Our interventions, 

conversations, medications, involuntary hospitalizations carry the power to alter identity, restrict 

liberty, and save lives. This immense power demands a correspondingly profound ethical rigor. 

Clinical Vignette 

Consider Dr. Evans and her patient, Mr. Singh, a 55-year-old man with a longstanding diagnosis 

of schizophrenia, now experiencing a severe relapse with paranoid delusions that his food is 

poisoned. He refuses to eat or drink, believing it will kill him. He is physically deteriorating but 

retains a sharp, albeit delusionally-driven, logic for his refusal. Dr. Evans faces a quintessential 

psychiatric ethical dilemma: respect Mr. Singh’s autonomy and watch him succumb to 

dehydration, or act paternalistically by initiating involuntary treatment to save his life, potentially 

shattering the therapeutic trust she has built over years. 

This vignette illustrates the core tension that defines psychiatric ethics. Unlike in many other 

medical fields, the patient’s capacity for rational decision-making is often the primary pathology. 

This guide aims to equip clinicians with the philosophical frameworks and practical tools to 

navigate these wrenching dilemmas with wisdom, compassion, and intellectual integrity. 

Learning Objectives 

Upon reviewing this guide, the clinician will be able to: 

1. Distinguish between the major philosophical theories underpinning medical ethics 

(utilitarianism, deontology, virtue ethics). 

2. Apply the four principles of Principlism (autonomy, beneficence, non-maleficence, 

justice) to a clinical psychiatric case. 

3. Conduct a structured assessment of decision-making capacity. 

4. Analyze a complex ethical dilemma using both principlist and casuist (Four Topics) 

methods. 

5. Identify and justify breaches of confidentiality under the Tarasoff doctrine. 

6. Recognize and avoid professional boundary violations. 

  

2. Historical Context: From Hippocratic Paternalism to Principlism 

Upon reviewing this guide, the clinician will be able to: 

1. Distinguish between the major philosophical theories underpinning medical ethics 

(utilitarianism, deontology, virtue ethics). 

2. Apply the four principles of Principlism (autonomy, beneficence, non-maleficence, 

justice) to a clinical psychiatric case. 

3. Conduct a structured assessment of decision-making capacity. 
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4. Analyze a complex ethical dilemma using both principlist and casuist (Four Topics) 

methods. 

5. Identify and justify breaches of confidentiality under the Tarasoff doctrine. 

6. Recognize and avoid professional boundary violations. 

Ancient Foundations 

The Hippocratic Oath (c. 400 BCE) established medicine as a moral enterprise, introducing 

duties of beneficence (“I will use treatment to help the sick according to my ability and 

judgment”) and non-maleficence (“I will keep them from harm and injustice”). However, its 

ethic was profoundly paternalistic (from Lat. pater, “father”). The physician’s judgment was 

supreme; the patient’s role was to comply. Concepts of patient consent or shared decision-

making were absent. 

The Enlightenment and Modern Scandals 

The 18th-century Enlightenment, with philosophers like Immanuel Kant, began emphasizing 

individual rights and rational autonomy. This philosophical shift slowly permeated medicine. 

However, the 20th century was marked by horrific medical abuses that necessitated a formalized 

ethical response. The Nuremberg Code (1947), developed in response to Nazi experimentation, 

established the absolute requirement of voluntary informed consent. The Declaration of Helsinki 

(1964) further refined these principles for international research. 

Seminal Cases in Psychiatric Ethics 

The Tuskegee Syphilis Study (1932-1972): This U.S. Public Health Service study knowingly 

withheld effective treatment from African American men with syphilis to observe the disease’s 

natural progression. It represents a catastrophic failure of justice (targeting a vulnerable 

population), non-maleficence, and beneficence. The Willowbrook Studies (1956-1971): Mentally 

disabled children were intentionally infected with hepatitis to study the virus. This abuse of a 

captive, vulnerable population highlighted the ethical imperative of protecting those who cannot 

protect themselves. The CIA’s MKULTRA Program (1950s-1960s): Psychiatry was weaponized 

in experiments involving LSD and other techniques for mind control on unwitting subjects. This 

stands as a stark warning against the misuse of psychiatric knowledge for non-therapeutic 

purposes. These scandals directly led to the creation of Institutional Review Boards (IRBs) and 

the formalization of bioethics as a discipline. In this context, Beauchamp and Childress’s 

Principles of Biomedical Ethics (1979) provided a desperately needed practical framework for 

clinicians. 

  

3. Higher-Order Ethical Theories: The Philosophical Foundations 

Utilitarianism (Teleological Ethics) 
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  Introduction & Core Concept: Utilitarianism is a consequentialist theory, meaning the 

morality of an action is determined solely by its outcomes or consequences. The core 

tenet is to maximize overall happiness or well-being (utility). 

 Historical Context & Etymology: Articulated by Jeremy Bentham and John Stuart Mill. 

The term derives from the Latin utilis, meaning “useful.” It is a form of teleological 

ethics (Gk. telos, “end” or “goal”). 

 Detailed Exposition: Involves a calculus of potential benefits and harms. Actions are 

right if they produce a net increase in well-being. 

 Clinical Relevance & Example: The primary ethic of public health and resource 

allocation. Example: During a pandemic, triage protocols that prioritize patients with the 

highest probability of survival for scarce ICU beds use a utilitarian calculus to maximize 

“life-years saved.”   

 Psychiatric Critique: Pure utilitarianism could justify coercive practices for a perceived 

social good (e.g., forcibly medicating a homeless individual with psychosis to reduce 

public nuisance), dangerously eroding individual rights. This was evident in the Soviet 

Union’s misuse of psychiatry to diagnose political dissidents with “sluggish 

schizophrenia.” 

Deontology (Duty-Based Ethics) 

  Introduction & Core Concept: Deontology (Gk. deon, “duty”) argues that actions are 

morally right if they adhere to a correct rule or duty, regardless of the outcome. 

  Historical Context & Etymology: Immanuel Kant is its most influential proponent. He 

argued for universal moral laws derived from reason. 

 Detailed Exposition: Kant’s Categorical Imperative commands us to “act only according 

to that maxim whereby you can at the same time will that it should become a universal 

law” and to always treat humanity as an end in itself, never merely as a means. 

  Clinical Relevance & Example: Underpins professional codes of conduct. Example: A 

patient with capacity refuses a life-saving amputation for gangrene. A deontologist would 

honor this autonomous choice, even though the consequence is death, because respecting 

autonomy is a fundamental duty. 

  Psychiatric Critique: A strict deontological stance can become rigid and fail in 

complex situations where duties conflict (e.g., the duty to respect confidentiality vs. the 

duty to protect a potential victim). 

Virtue Ethics (Character-Based Ethics) 

 Introduction & Core Concept: Focuses on the moral character of the agent rather than 

rules or consequences. It asks, “What would a virtuous person do?” 

  Historical Context & Etymology: Originates with Aristotle’s Nicomachean Ethics. 

Virtue derives from Latin virtus, meaning “excellence.” 

    Detailed Exposition: A virtuous life (eudaimonia, or “flourishing”) is achieved by 

cultivating character traits like compassion, integrity, courage, prudence, and wisdom. 

  Clinical Relevance & Example: Guides professional formation. Example: A 

psychiatrist feels intense frustration (countertransference) with a personality-disordered 

patient. A virtuous psychiatrist would practice self-reflection, manage their reaction, and 

respond with patience and professionalism, thus preserving the therapeutic alliance. 
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  Psychiatric Critique: It can be criticized for being less concrete and action-guiding than 

other theories. However, it provides the essential moral foundation from which principled 

action flows. 

Comparative Analysis: A Clinical Vignette 

 Vignette: A therapist learns his patient, a bus driver, is having intrusive, violent thoughts 

about driving his bus into a crowd. The patient has no specific plan or intent but is 

terrified by the thoughts. 

  Utilitarian Approach: Would likely mandate breaking confidentiality to warn 

authorities. The potential harm to many people outweighs the harm of breaking one 

patient’s trust. 

  Deontological Approach: Would emphasize the duty to maintain confidentiality as a 

core professional rule. Would only break it if a specific, imminent threat is identified, 

adhering to a strict interpretation of the rules governing the duty to protect. 

  Virtue Ethics Approach: The virtuous therapist would be honest with the patient about 

the limits of confidentiality, act with courage to address the risk, and demonstrate 

compassion for the patient’s distress, seeking a path that honors both safety and the 

therapeutic relationship. 

  

4. Principlism: A Practical Framework for Clinical Decision-Making 

As outlined by Beauchamp and Childress, these prima facie principles are the bedrock of modern 

clinical ethics. 

 Autonomy (Gk. autos, “self” + nomos, “law”): Respect for the self-determination of 

capable individuals. In psychiatry, this is operationalized through the rigorous assessment 

of decisional capacity (see Section 6) and the process of informed consent. 

 Beneficence (Lat. bene, “good” + facere, “to do”): The obligation to act for the 

patient’s benefit. This is the impetus for providing effective treatment, offering therapy, 

and promoting recovery. 

 Non-Maleficence (Lat. non, “not” + maleficus, “doing evil”): The obligation to avoid 

causing harm. This requires a careful risk-benefit analysis of treatments (e.g., weighing 

the metabolic side effects of antipsychotics against the benefits of controlling psychosis) 

and mandates the avoidance of exploitative relationships. 

 Justice (Lat. ius, “right”): The obligation to distribute benefits, risks, and costs fairly. 

This applies at the micro level (treating all patients in your clinic with equal respect) and 

the macro level (advocating for equitable access to mental health care and parity in 

insurance coverage). 

  

5. The Four Topics Method: An Alternative Structured Approach 
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Developed by Jonsen, Siegler, and Winslade, this method, often called casuistry, provides a case-

based framework for ethics consultation. 

 | Topic | Key Questions | Psychiatric Application | 

 | Medical Indications | What is the diagnosis? Prognosis? Treatment goals? Options? | 

What is the psychiatric formulation? What evidence-based treatments are available? 

What is the likely outcome with/without treatment? | 

 | Patient Preferences | What does the patient want? Do they have capacity? | Has a 

formal capacity assessment been conducted? Are the patient’s wishes stable? Are they 

influenced by psychosis or depression? | 

 | Quality of Life | What will life be like for the patient after treatment? What are the 

deficits? | What are the potential functional outcomes? How does the patient define their 

own quality of life? Will treatment restore or impair it? | 

 | Contextual Features | Are there family issues? Legal? Economic? Religious? | Is the 

family supportive? Are there cultural considerations? What are the financial constraints? 

What relevant laws apply (e.g., duty to warn)? | 

This method encourages a holistic view of the patient’s situation before attempting to apply 

abstract principles. 

  

6. The Cornerstone of Autonomy: Assessment of Decision-Making Capacity 

Capacity is a clinical, functional assessment specific to a particular decision at a particular time. 

It is distinct from competence, which is a global legal determination made by a court. 

A patient possesses capacity if they can demonstrate the following four abilities: 

 Understand: The ability to comprehend the relevant information about their condition, 

the proposed treatment, its risks/benefits, and alternatives. 

       Clinician Query: “Can you tell me in your own words what I’ve explained about your 

diagnosis and what the recommended medication is supposed to do?” 

 Appreciate: The ability to recognize how that information applies to their own situation. 

This is often the key differentiator in psychiatry. 

       Clinician Query (to a patient refusing hospitalization for mania): “I understand you 

believe you’re feeling great. What is your understanding of the risks I’m worried about, like 

spending too much money or losing sleep?” 

 Reason: The ability to manipulate information rationally and weigh options in a logical 

process. 
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       Clinician Query: “Can you walk me through how you decided to refuse this treatment? 

What were the pros and cons you considered?” 

 Communicate: The ability to express a choice clearly and consistently. 

 Note: A patient can make an unwise choice yet still have capacity. The standard is not the 

“rightness” of the decision, but the integrity of the decision-making process. 

  

7. Critical Concepts and Specialized Applications in Psychiatry 

Paternalism vs. Autonomy    

 Soft Paternalism: Overriding the autonomy of a person who lacks capacity for their own 

good (e.g., treating a delirious patient). This is ethically justified. 

  Hard Paternalism: Overriding the wishes of a capable person for their own good. This 

is rarely justified and constitutes an ethical violation, as it fails to respect the person as a 

moral agent. 

Confidentiality and the Duty to Protect 

Confidentiality is fundamental but not absolute. The duty to protect, established in Tarasoff v. 

Regents of the University of California (1976), mandates that a clinician has a duty to take 

reasonable steps to protect an identifiable third party from a credible, imminent threat of violence 

posed by a patient. This may involve warning the intended victim and/or notifying law 

enforcement. The precise legal standards vary by jurisdiction. 

Boundary Violations and the Therapeutic Alliance 

The therapeutic relationship is inherently unequal. Patients are vulnerable. Boundary violations 

(e.g., sexual or business relationships, excessive self-disclosure) exploit this power differential 

and cause severe harm. They are among the most serious ethical breaches in medicine. 

Maintaining proper boundaries is not about coldness but about ensuring the relationship remains 

therapeutic and safe for the patient. 

Ethics of Specific Modalities    

 Neuromodulation (ECT, TMS): Key issues include obtaining valid consent for 

procedures often performed on very ill patients, managing stigma, and ensuring protocols 

are followed to minimize risk. 

 Psychotherapy: Ethical practice involves managing power dynamics, avoiding 

exploitation, ensuring competence in the modality used, and navigating termination 

appropriately. 

 Pediatric & Geriatric Psychiatry: Involves complex triangulation between the patient’s 

wishes (and evolving capacity), the parents’ or guardians’ desires, and the clinician’s 
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assessment of the patient’s best interests. Assent should be sought from children, even 

when parents provide formal consent. 

  

8. Application: A Synthetic Approach to Ethical Dilemmas 

A structured approach to any ethical dilemma: 

 Identify the ethical conflict and the stakeholders. 

 Gather all relevant clinical, social, and legal facts. 

 Assess the patient’s decision-making capacity for the specific decision at hand. 

 Analyze the case using both Principlism and the Four Topics Method. 

 Explore alternatives and consult colleagues, ethics committees, and legal counsel as 

needed. 

 Formulate a resolution that is clinically sound, ethically justified, and legally defensible. 

 Implement, document, and reassess. 

  

9. Sample MCQs with Detailed Justifications 

Question 1: 

A 45-year-old man with severe, chronic opioid use disorder is brought to the ED after an 

overdose. He is stabilized with naloxone. Upon awakening, he becomes agitated and demands to 

leave, stating he is withdrawing and needs to “get a fix.” He acknowledges understanding that 

leaving carries a risk of another overdose and death. A capacity assessment reveals he can 

understand, reason, and communicate, but his appreciation is severely impaired by his 

overwhelming craving and withdrawal. What is the most ethically defensible action? 

     A. Honor his demand to leave immediately, as he demonstrates understanding of the risks. 

      B. Sedate him involuntarily to manage his agitation and keep him safe. 

     C. Initiate hold procedures for involuntary treatment, focusing on managing his withdrawal 

and engaging him in treatment, as his capacity is compromised. 

      D. Call hospital security to physically restrain him until he calms down. 

Answer: C Initiate hold procedures for involuntary treatment, focusing on managing his 

withdrawal and engaging him in treatment, as his capacity is compromised. 

Reference & Justification:       
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Reference: This is supported by the Appelbaum & Grisso model of decisional capacity, as 

detailed in Clinical Manual of Ethics for Psychiatry by Roberts & Dyer (2008), and applied in 

consultation-liaison psychiatry. 

Why C is Correct: The key is the impairment of appreciation. While the patient may understand 

the risk intellectually, his ability to appreciate the gravity of that risk and apply it to his own 

situation is overwhelmed by the physiological and psychological drive of addiction and 

withdrawal. This constitutes a lack of capacity for this specific decision (to leave AMA) at this 

specific time. Therefore, soft paternalism is justified to prevent imminent harm (overdose death) 

and treat the underlying condition impairing his judgment (withdrawal). 

Why A is Incorrect: This misapplies autonomy. Respecting autonomy requires respecting the 

choices of capable individuals. Allowing a incapacitated person to make a life-threatening 

decision is a dereliction of the duty of beneficence and non-maleficence. 

Why B is Incorrect: Sedation alone is not a treatment; it is a chemical restraint. The ethical 

approach is to treat the underlying cause of the incapacity (withdrawal), not merely to suppress 

the agitation it causes. 

Why D is Incorrect: Physical restraint should be a last resort for imminent violence, not a first-

line management strategy for impaired capacity. It is more restrictive and less therapeutic than 

initiating a formal hold for medical treatment. 

Question 2: 

A 60-year-old woman with major depressive disorder, recurrent, severe with psychotic features, 

is admitted after a serious suicide attempt. She is refusing all medication, including 

antidepressants and antipsychotics, due to a delusional belief that the doctors are trying to poison 

her. Which of the following ethical concepts BEST describes the justification for treating her 

involuntarily with medication? 

A. Justice, to ensure she has access to the same care as others. 

B. Respect for Autonomy, as her choice must be honored. 

C. Soft Paternalism, as her capacity is impaired by her psychosis. 

D. Virtue Ethics, as it is the compassionate thing to do. 

Answer: C Soft Paternalism, as her capacity is impaired by her psychosis 

Reference & Justification:       

 Reference: The concept of soft paternalism as a justification for treating incapacitated patients 

is a cornerstone of psychiatric ethics, as discussed in The American Psychiatric Association 

Publishing Textbook of Ethics in Psychiatry (2019). 
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 Why C is Correct: The patient’s refusal is driven by a psychotic delusion, which directly 

impairs her appreciation of the situation. She lacks the capacity to make a rational decision about 

treatment. Soft paternalism is the ethical principle that justifies overriding the expressed wishes 

of an incapacitated person to prevent them from coming to harm—in this case, death by suicide. 

Why A is Incorrect: While justice is important, it is not the primary justification here. The issue 

is not about access to care, but about her inability to consent to it due to illness. 

Why B is Incorrect: This is the opposite of the correct action. Respecting a refusal that is based 

on psychotic incapacity is negligent and would lead to a preventable death. 

Why D is Incorrect: While compassion is a virtue that should inform the clinician’s approach, 

the ethical justification for the action is rooted in the principle of beneficence and the doctrine of 

soft paternalism, not virtue ethics itself. 

  

10. Conclusion: Ethics as a Lived Clinical Skill 

Ethical reasoning is not an abstract exercise separate from clinical work; it is the very medium in 

which psychiatry is practiced. Every assessment, every treatment recommendation, and every 

interaction with a patient is laden with ethical significance. The frameworks provided here 

Principlism, the Four Topics method, capacity assessment are not algorithms to provide easy 

answers. They are intellectual tools to help clinicians structure their thinking, navigate 

uncertainty, and arrive at decisions that are thoughtful, defensible, and humane. The ultimate 

goal is to cultivate what Aristotle termed phronesis practical wisdom the ability to see the right 

thing to do in the complex and often ambiguous reality of clinical practice. 
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