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A few years ago, Infection Control in one of our 

ministries asked for an ethicist’s perspective of 

whether it was ethically permissible to 

unilaterally remove a peripherally-inserted 

central catheter (PICC) from a person who 

tampered with it and who had a history of illicit 

intravenous drug use.  The tampering concern 

was precipitated by regulations on 

reimbursement that suggested if a hospital’s 

central-line associated blood stream infection 

(CLABSI) rates reached a certain point, there 

would be a financial penalty.1 Immediately, the 

question transcended clinical ethics and entered 

into the organizational realm, which 

necessitated careful consideration of the mission 

and core values of our Catholic health system.  

This initial conversation with Infection Control 

morphed into a more than a year-long project, 

involving several different departments across 

our ministries. 

 

Key questions were: How should one think of 

the ethical obligations toward such a patient?  

What informs those parameters?  The narrative 

of this project involved a complex pattern of 

socialization, criminalization, medicalization, 

moralization, and other ways of thinking about 

persons who use drugs, their health, and the 

obligations to care for them.2 In the end, the 

ethical analysis revealed that it would be 

permissible to remove a PICC from a patient if 

there was demonstrable evidence s/he tampered 

with the device and caregivers exhausted all 

available efforts to solicit the patient’s willing 

engagement and support the patient’s ability to 

engage in the care plan. 

 

Situations 

A typical clinical scenario involves a young adult 

patient who presents with a life-threatening 

infection (e.g., osteomyletis or endocarditis) that 

requires days to weeks of antibiotic therapy 
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delivered intravenously.  These patients often 

have altered mental statuses when they present 

to the hospital and the PICC lines are started 

either as an emergency intervention or with the 

permission of a surrogate.  As the patient 

regains alertness, he or she typically becomes 

more conversant and engaged.  

 

Often times, these patients use tobacco products 

along with intravenous (IV) drugs.  This reveals 

a critical tension in caring for this patient 

population: smoking while receiving care.3 In 

Oregon, our hospital campuses are non-

smoking facilities.  This means that patients 

who decline nicotine replacement therapy and 

insist on continuing to smoke have to leave the 

premises.  Does this mean a discharge [against 

medical advice]?  A temporary leave (aka, a “hall 

pass”)? 

 

Clinicians raise concerns about this patient 

population because of their history of using IV 

drugs and the presence of the port (PICC) on 

their person that gives them direct access to 

their bloodstream.  Situate these concerns in the 

hospital setting where there is concern about 

diminished reimbursement for what is already 

likely to be a long hospitalization, and the moral 

distress can be palpable.  Clinicians worry that 

patients may use their PICCs to inject illicit 

drugs or other substances (we have observed 

fecal matter, applesauce, and other substances).  

Sometimes the worry is more about the 

infection risk than about the use of drugs per se 

though the worries are often concomitant and 

inseparable.   

 

While patients who do not have history of IV 

drug use may be discharged home or to a skilled 

nursing facility, concerns for patient safety for 

this patient population often result in patients 

remaining hospitalized in the acute care setting.4 

Consideration of a second-line antibiotic may 

reflect sub-standard treatment.5 Surgeons may 

also dispute the number of times a heart valve 

may be replaced.6 Moreover, too few skilled 

nursing facilities in our major metropolitan area 

accept patients who are both medically complex 

and have a history of substance use.  Prolonged 

hospitalization seems to further complicate 

patient care.  Leaving the nursing unit for a 

‘smoke break’ constitutes a highly risky venture, 

may be logistically challenging, and reflects 

continuation of behavior that undermines both 

the patient’s health as well as caregivers’ efforts. 

 

Background 

Space does not permit a thorough exploration of 

the context and care provided for these 

patients.7  Suffice it to say that any ethical 

analysis should reflect three levels of discourse: 

the interpersonal level (caregivers and patients); 
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institutional level (hospitals/systems, caregivers, 

and patients); and social level (health care 

industry, law enforcement, and the community). 

 

For purposes of this essay, I describe the ways 

an ethics consultation service may address these 

cases.  The framework I use here is based on 

ethnographic research that suggests caregivers 

do not necessarily request ethics consultation 

when there is a clear and concise ethical 

dilemma, but rather when there is a disruption 

in patient care (or an anticipated disruption).8 In 

this way, one may describe ethically significant 

disruptions without needing caregivers to 

identify the particular issues involved.9 The 

nature of ethics consultation in these cases may 

relate to any one or more of the following 

disruptions: 

 Ambiguity around patient preferences: 

e.g., whether the patient wants to enter into 

recovery for substance use, or whether the 

patient wants help to survive the infection; 

 Patient does not demonstrate interest in 

medical recommendations: e.g., whether the 

patient agrees with or desires to engage in 

provider recommendations (patients who do not 

demonstrate such an interest are often labeled as 

“noncompliant” or “nonadherent”); 

 Patient needs are unaccommodated: 

e.g., whether the patient had / has access to 

housing, financial security, social support, or 

other outpatient services; 

 Ambiguity of institutional policies: e.g., 

confusion over whether or how to implement 

(or enforce) non-smoking, discharge process, 

visitor restrictions, or search of patient 

belongings policies; and 

 Ambiguity over scope of service: e.g., 

whether to remove a PICC and discharge the 

patient. 

 

A useful lens through which to see the ethical 

issues is that of the three components of 

therapeutic relationships among caregivers and 

patients: the bond [of the clinical encounter], the 

shared goals [of care], and the care [or 

interventions offered and accepted].10 

 BOND: The bond between caregiver and 

patient in the clinical encounter corresponds to 

these ethical issues: 

o Caregivers may attribute the medical 

condition, burdens, or woes of a patient in an ad 

hominem explanatory model;11 

o The first issue relates to a second: that 

the patient is solely culpable for his or her 

limited or lack of engagement in care; 

o Mutual trust may be in short supply, and 

while a lot of literature has emphasized how 

much providers need to trust patients, it is asked 

much less whether and how patients can trust 

providers;12 



 

             Copyright© 2017 CHA. Permission granted to CHA-member organizations and  

Saint Louis University to copy and distribute for educational purposes.    10 
 

o Mutual respect may also be limited, this 

is often reflected in chart lore and caregiver 

labeling of patients; 

o Clinical empathy could be a remedy to 

many of the issues above, its lack may be the 

source of them, too;13 

o Moral distress or the emotional distress 

accompanying a perceived threat to one’s 

integrity occurs for a variety of reasons internal 

and external to one’s exercise of conscience;14 

and 

o Caregivers risk patient abandonment if 

they “give up” too readily or discharge the 

patient from service before arranging for or 

offering alternatives for the patient. 

 GOALS: The goals of caregiver 

and patient may not always align, 

and there may or may not be 

overlap between what each party 

is willing to negotiate. The issues 

include: 

o Caregivers may believe 

that such patients cannot 

be helped in any way, this 

is therapeutic nihilism; 

o Caregivers may think 

about harm reduction 

and yet may still remain 

steadfastly attached to 

their own goals for the 

patient; and 

o Patients and caregivers 

may simply have 

disparate, divergent, 

and/or irreconcilable 

goals. Sometimes the 

goals and the differences 

between them may not be 

explicit. 

 CARE: The care or interventions 

provided also may involve a 

degree of negotiation between 

what caregivers feel is 

professionally or personally 

acceptable and what patients are 

willing or able to accept and 

tolerate. The issues include: 

o Interprofessional tension 

may arise when there is 

variation, for example, 

from hospitalist to 

hospitalist in their 

willingness to tolerate 

ongoing substance use 

(be it tobacco or heroin) 

as well as tension between 

caregivers who may 

require absolute 

abstinence as a condition 

of continuing care 

whereas others may not; 
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o Like negotiating goals of 

care described above, 

patients and caregivers 

may have differing ideas 

about and willingness to 

accept and offer 

interventions as part of a 

negotiated care plan. An 

example is a patient’s 

unwillingness to use or 

attempt to use nicotine 

replacement therapy for 

the duration of 

hospitalization; and 

o Lastly, caregivers may feel 

or actually become 

complicit in the wrong-

doing (e.g., use of illegal 

or diverted controlled 

substances). 

 

Ethical and Theological Analysis 

Although space does not permit a 

comprehensive treatment of all the 

ethical issues, I will describe key 

principles that have guided our 

discernment at all levels of our 

organization.   

 

Respect for Human Dignity.  As 

articulated in the Ethical and Religious 

Directives for Catholic Health Care 

Services (ERDs), Christian love is the 

animating principle behind Catholic 

health care.15  That is, the caregiving by 

health care professionals ought to honor 

the inherent worth of each person 

irrespective of behavior patterns or social 

status.  We therefore aspire to 

distinguish the behavior of using drugs 

from the person in need and avoid the 

attribution error.  Following the Centers 

for Disease Control and Prevention 

(CDC), we talk about “persons who use 

drugs” not “IV drug abusers.” 

 

Grounded in this love, mutual respect 

forms a pillar of the professional-patient 

relationship.  In caring for persons who 

use drugs, we seek healing and care of 

the whole person.  Quoted in the 

Charter for Health Care Workers, St. John 

Paul II says, “It is important ‘that there 

be an attempt to get to know the 

individual and to understand his inner 

world; to bring him to the discovery or 

rediscovery of his dignity as a person, to 

help him to reawaken and develop, as an 

active subject, those personal resources, 

which the use of drugs has suppressed, 

through a confident reactivation of the 



 

             Copyright© 2017 CHA. Permission granted to CHA-member organizations and  

Saint Louis University to copy and distribute for educational purposes.    12 
 

mechanisms of the will, directed to 

secure and noble ideals.’”16 

 

Hospitality and the Principle of 

Toleration.17 Next, it is also important 

to recognize the relationship between 

the moral evaluation of substance use 

itself and the caring and contexts of 

caring to ongoing drug use. St. John 

Paul II indicated that drug use is always 

illicit because it “implies an unjustified 

and irrational refusal to think, will and 

act as free persons.”18 Different 

commentators have offered various 

interpretations; some have gone as far as 

to characterize IV drug use as 

“intrinsically evil.”19 For purposes of this 

article, I will take at face value the moral 

wrongs of illicit drug use; however, I 

submit that a thorough analysis of the 

morality of these actions is warranted. 

 

In light of seeing illicit drug use as 

ethically problematic, the question 

remains: What are professional 

caregivers to do?  What can a health care 

provider actually do to help patients who 

may not [yet] want to stop using drugs? 

 

We have found guidance in the Principle 

of Toleration,20 which articulates a 

foundational rationale for a harm 

reduction philosophy of care.  Harm 

reduction aims to minimize the risks and 

reduce the harmful effects of certain 

behaviors that undermine and threaten 

health and well-being.  Such an 

approach is relevant in settings wherein 

the ideal, recommended care and hoped 

for outcomes are not likely to be feasible. 

Harm reduction is about how caregivers 

engage patients ‘while they wait’ for 

different circumstances or choices to 

manifest. 

 

It is essential, however, to distinguish 

the ethical Principle of Toleration from 

an attitude of indifferent tolerance.  As 

David Hollenbach notes, the behaviors 

of mere non-interference reflect 

tolerance: a ‘live and let live’ attitude.21 

The principle, in contrast to the attitude, 

seeks new circumstances, new choices, 

and not mere non-interference.  Thus, 

the proper correlative attitude is 

hospitality: the loving care, the 

welcoming invitation to change, and the 

endurance of wrongs (committed by 

others) that may be too burdensome or 

harmful to change (see below).22  I argue 

that individual health (in the long run) 

and the common good are best served 
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when we apply the principle through the 

healing arts animated by Christian love 

and an attitude of hospitality. 

 

Social Justice and Meeting the 

Demands of Fidelity of Relationships.  

In the biblical tradition, one may 

describe justice generally as “fidelity to 

the demands of a relationship.”23 What 

does this mean in the clinical encounter 

between a professional caregiver and a 

person who uses drugs with a life-

threatening infection?  Arguably, the 

role of the ethicist in such circumstances 

is to navigate the dynamics of such 

relationships as ‘an ally for social 

justice’.24  For example, this may mean 

making explicit such things as no one is 

obligated to do the impossible and thus 

there is no ethical obligation to provide 

non-beneficial treatment or 

disproportionately harmful treatment.  It 

may also mean, as it did in our practice 

setting, that use of tools such as 

“behavior contracts” need to have an 

element of mutuality and reciprocity.  It 

also means helping caregivers recognize 

that, after the team has exhausted all 

attempts to create a therapeutic 

relationship, the therapeutic relationship 

itself may not be sustainable – even in a 

harm reduction mode – and that is 

beyond their control.  It may also mean 

that if a patient wishes to make a choice 

that is not in his or her interests, 

imposing a care plan, detaining the 

patient in the hospital, or forcing 

treatment is ethically problematic.25 

 

It is important to note that in a mission-

driven organization that identifies itself 

as providing excellent care especially to the 

poor and vulnerable, there is a certain 

‘burden of Mission’ that may weigh on 

the conscience of caregivers and be a 

source of moral distress itself.  This may 

sound heretical – and it should in a 

certain sense sound that way – but the 

role of an ethicist is often in the 

uncomfortable position of having to say 

‘you have done enough.’  As evidence 

that such a reality is in fact within our 

heritage, we have found in our archives 

an episode wherein the Sisters of 

Providence demonstrated that they did 

all that they could for a person who 

suffered from substance use disorder and 

yet the Sisters could no longer sustain 

care for him and he had to be 

“dismissed.”26 
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Recommendations 

Caring for persons who use drugs and 

are suffering from a life-threatening 

infection and who continue to be at risk 

for recurrent bloodstream infections is 

enormously complicated; it is difficult to 

overstate the complexity.  What are 

some practical take-aways in service to 

answering the relevant ethical questions?  

Our overall strategy has been to position 

caregivers proactively with a toolkit 

containing several different tactical 

approaches that may be used in real-

time, or as appropriate, in any given 

case.  The list below is a brief snapshot 

of this toolkit, which includes some 

conceptual tactics as well as concrete 

mechanisms: 

 Framing a Diagnostic Dilemma 

of Difficult Encounters with 

Patients: To avoid labeling 

patients as “difficult,” ethicists 

encourage caregivers to think of 

the encounter as difficult and then 

treat the difficulty of the 

encounter as a diagnostic 

dilemma: Rule-out psychiatric or 

neurologic issues, psychosocial 

stressors, cultural, linguistic, or 

health literacy issues, logistical 

challenges, and system-access 

issues. 

 Managing Moral Distress and 

Patient Engagement Guide: 

Using the VitalSmartsTM 

Influencer framework, I developed 

a guide to help caregivers assess 

and manage moral distress; for 

example, one can use it as a guide 

to know when all has been 

exhausted.27 (See table at the end 

of this article on pgs. 20-21.) 

 Screening Patients with a 

Decision-aid: Nursing staff 

developed this guide to screen 

and assess patients for risk of 

bloodstream infections.  One 

innovation here is that while it is 

not a policy per se it does utilize 

the same electronic policy 

database system and easily cross-

links to relevant policies thus 

creating a clearinghouse of 

applicable policies, too.  The 

other key innovation of this tool 

is that it seeks to minimize 

provider-to-provider variation in 

how care is given to these 

patients.  While it remains to be 

seen whether there is in fact a 

demonstrable reduction in such 
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variation, we already have 

observed caregivers using a 

common language and 

recognition of a care pathway for 

these patients as well as a 

recognition of the full array of 

tools at their disposal. 

 Use of Physical Deterrents: 

There are many clinical tactics 

available to caregivers.  

Recognizing the persons who use 

drugs may have diminished 

control over their wills given how 

profound physical dependency on 

the substance may be, caregivers 

can employ a variety of devices to 

help deter patients from 

tampering: for example, alcohol 

caps and stickers on PICC.28 

 Temporalizing Goals and Care:  

It may be helpful for patients 

who show no desire to stop 

smoking to suggest as a 

‘temporary measure’ nicotine 

replacement therapy.  Perhaps 

some interpersonal tension may 

be relieved if patients are not 

pushed to stop smoking while 

they recover from an infection. 

 Motivational Assessment and 

Interviewing:  Ethicists 

encourage caregivers to engage in 

both motivational assessment 

(i.e., readiness to stop drug use 

and enter recovery) and 

motivational interviewing (i.e., 

discovery of patient interests and 

patient-identified barriers to 

those interests).29 

 Utilizing Empathic 

Communication: Empathic 

communication can not only 

benefit patients by revealing 

clinically significant barriers to 

care but may also aid in caregiver 

resilience and recognition of 

what she/he brings to the 

encounter.30 

 Engaging in Care Conferences: 

It often appears helpful to 

conduct team conferences early 

in admission (and as frequent as 

needed) as well as early and 

proactive patient care 

conferences.31 

 Shared Expectations Letter and 

the Notice of Conditions for 

Continued Hospitalization: 

Ethicists developed two 

communication documents for 

attending providers to use during 

the prolonged hospitalization of 
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persons who use drugs at risk for 

bloodstream infections.  The first 

is a letter communicating mutual 

and shared expectations; the 

second is a notification of the 

conditions of continuing 

hospitalization, including a 

reiteration of the consequences of 

not meeting those conditions.  

Indeed, these two documents 

replaced a single “care plan 

contract” document that was a 

one-time, make-it-or-break-it 

document.  Both documents 

aspire to be patient-specific, 

mutual and reciprocal, and serve 

not as a “contract” but rather as a 

method of documenting 

communication and conversation 

between caregivers and patients.  
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