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Abstract: The article deals with the application of the four medical ethical principles of Beauchamp and
Childress to patients with post-traumatic stress disorder (PTSD). Given the numerous challenges that
PTSD sufferers face in everyday life, sensitive communication between medical, nursing and therapeutic
staff is of central importance, especially in life-threatening situations such as sepsis. The principles of
autonomy, non-maleficence, beneficence and justice form the basis for the ethical care of these patients.
The first principle emphasizes respect for the autonomy of patients through comprehensive information
and involvement in treatment planning. The second principle, the principle of non-maleficence, aims to
avoid retraumatization and to choose safe, evidence-based treatment approaches. The third principle of
beneficence promotes the psychological and physical well-being of patients through targeted treatment
and the promotion of self-efficacy. Finally, the fourth principle of justice emphasizes non-discriminatory
treatment, regardless of socioeconomic status. Applying these principles ensures ethically sound and
patient-centered care that respects and promotes the individual well-being of patients. The article
shows how these principles can be specifically applied to the needs of PTSD patients and discusses the
challenges and limitations associated with this.
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INTRODUCTION

People who have experienced posttraumatic stress disorder (PTSD) face numerous challenges in
everyday life. Communication with patients plays a central role in this context. This applies in particular
to medical, nursing and therapeutic staff. Against the background of this challenging initial situation,
this article deals with how sensitive communication can take place with people affected by PTSD. The
situation is all the more serious if they have or have experienced a life-threatening illness. An example
of this is sepsis combined with a stay in the intensive care unit (Schellung/Epple, 43—45). The four
medical ethical criteria according to Beauchamp and Childress have been chosen as the starting point.
The structure of the article is derived from the interest in investigating this question. The first section
explains the basics in this regard. This is followed by an application to the situation of patients with
PTSD.

BASICS

Before we can address the actual question, the four principles should first be explained in their basic
features. Beauchamp and Childress (1979) have developed a model of principle-oriented medical ethics.
It is used in the medical, nursing and psychotherapeutic fields (Beauchamp 2010, pp. 36-37). A specific
objective is to give the relevant professionals a framework that they can use as a guide. The focus is
on maintaining and promoting the well-being of patients in the best possible way. This is particularly
true for nursing staff, who typically spend significantly more time with patients than doctors and thus
have an important influence on their recovery (Marckmann 2000, pp. 74—75). Beauchamp and Childress’
principles are principles that follow “common sense” (Gerhard 2015, p. 153), and are sometimes referred
to as middle principles. This addresses the assumption that most people would already agree with them
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intuitively (Gerhard 2015, p. 153). The four principles will now be presented in detail in order to then
apply them to the case of PTSD and make them more specific in the following chapter.

First principle: respect for the patient’s autonomy

The first principle relates to freedom for patients — especially in a situation where they are restricted
and dependent on care. The expectation is that they can make decisions as independently as possible
(Beauchamp 2010, pp. 37-39). Beauchamp and Childress make a distinction in this context between
negative and positive freedom (Beauchamp 2010, p. 37). Negative freedom means that, if possible, no
manipulation or coercion should be exerted on the person being treated. This applies in particular to
people who tend to have a stronger position than the patient (Beauchamp 2010, p. 37). Positive freedom
means that people can make decisions as independently as possible. In order to do this, it is necessary to
provide them with comprehensive information about their current situation and upcoming treatment. This
includes, for example, realistic information about the opportunities and risks. In addition, no important
information should be withheld, even ifit could negatively affect the success of the treatment and the person
(Beauchamp 2010, pp. 37-38). There are two important prerequisites for this. The first is an intensive
relationship of trust between the patient and the treating staff (Quasdorf/Diel 2016, p. 7). In addition, the
people should always protect the privacy of the person and allow them a highly personal decision-making
space (Beauchamp 2010, p. 44). In practice, the so-called “informed consent” (Quasdorf/Diel 2016, p.
8) is used in this regard. This means that both the attitudes and the norms, values and interests of the
patients are taken into account. They are asked about decisions for situations that could potentially arise
during a medical intervention. This information can then be used to make a decision for the patient in the
event that a situation arises in which they can no longer do this independently. An important prerequisite
is comprehensive information. Active consent is necessary if the person is able to do this independently
(Beauchamp 2010, p. 37).

Second principle: principle of non-maleficiency

This principle is also known in English as “nonmaleficience” (Beauchamp 2010, p. 8). Another
example is the measures that deprive the patient of their freedom that have already been mentioned.
For example, no violence may be used and no neglect may occur. The harm may not just be accepted
passively. However, this cannot always be avoided in individual cases. This is sometimes difficult in
practice. Among other things, it may be necessary to perform an operation that saves the patient’s life,
even if this requires injury (Beauchamp 2010, pp. 38-39).

Third principle: principle of doing good

The third principle is called “beneficience” (Beauchamp 2010, p. 39). It is thus in a way an antipode
to the principle of non-maleficence. There is a passive and active component. The main aim is to avert
and avoid harm to the patient. In particular, impairments should not be caused to the patient, either
consciously or unconsciously. This applies to both the psychological and the mental level (Beauchamp
2010, p. 39). In the active orientation, the treating persons should act in such a way that the patient’s well-
being is promoted (Beauchamp 2010, pp. 39-40).

Fourth principle: principle of justice

Finally, there is the principle of justice, which primarily addresses questions of fairness. This is
primarily about questions of the distribution of questions and resources. For example, the treatment of
patients should be based exclusively on their medical and nursing needs - and on what is optimal for their
recovery. The income and behavior of patients should not be used as a yardstick (Beauchamp 2010, pp.
41-42). Accordingly, the principle of equality also plays an important role. The principle is therefore
also opposed to treatment based on two classes, for example the preferential treatment of patients who
have private health insurance over those with statutory insurance. As a result, questions of arbitrage are
also addressed here (Beauchamp 2010, pp. 41-42). The principles can only be considered separately in
theory. In reality, they are closely interrelated and influence each other (Gerhard 2015, pp. 151-152).
Both conflicting goals and homogeneous goals are conceivable. In each individual case, the principles
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must be weighed up against each other for the specific case, taking all details into account and with
a particular focus on the patient’s well-being. For example, it can be problematic to fully preserve a
person’s autonomy if they tend to harm themselves and pose a danger to caregivers and other patients.
In this case, the use of measures that restrict freedom may be necessary. This involves balancing the
principle of preserving autonomy with that of preserving and promoting the patient’s well-being.

APPLYING THE PRINCIPLES TO PATIENTS WITH PTSD
Now the principles of Beauchamp and Childress should be applied to the context of patients with
PTSD.

First principle: respect for the autonomy of patients

The first important reference point is the education of PTSD patients. Here, care should be taken to
educate and inform them comprehensively. This can help to reduce existing uncertainties and fears. They
should be given enough time and support so that they can make an informed and conscious decision
on this basis. The communication of risks should always be transparent and comprehensible, but also
requires a special degree of sensitivity (Beauchamp 2010, p. 37; Yule et al., 2013, pp. 451-452). It is
also useful to involve patients intensively in the planning of further treatment after the education. Their
preferences, but also norms and values, should be taken into special consideration. This can, for example,
affect the choice of therapy, but also decisions that may need to be made for them if they are unresponsive
(Beauchamp 2010, p. 37; Cahill/Anderson, 2013, pp. 364—365). In addition, particular importance must
be attached to respecting the wishes of the patient. This applies in particular to the choice of therapy and
the question of whether or not treatment should be carried out. If a person refuses treatment, wants to
carry it out in a modified form or wants to stop it, this should be respected in every case. This also applies
if there is a risk of significant health risks. However, particular attention must be paid to ensuring that
the person makes their decision consciously in a calm state and not out of emotion. In this context, it can
also be helpful to record the central norms, values and decisions, for example in the context of a living
will, the preparation of which is also recommended beyond this specific context (Beauchamp 2010, p. 37;
Cahill/Anderson, 2013, pp. 364-365).

Second principle: principle of non-maleficence

With regard to the second principle of nonmaleficence, care should be taken to structure treatment and
communication with patients in such a way that the risks of retraumatization are kept as low as possible.
This can be done, for example, by using trauma-informed approaches and sensitive communication and
interaction techniques (Beauchamp 2010, pp. 38-39; Cahill/Anderson, 2013, pp. 363-364). It is also
important to choose safe and evidence-based treatment approaches. In this way, the patient can be given a
sense of security, and potential risks can potentially be better assessed based on previous experience. This
makes it possible to anticipate possible outcomes and consider alternative courses of action in advance
of the intervention. The communication of safety and evidence-based treatment also plays an important
role here (Beauchamp 2010, pp. 38-39; Cahill/Anderson, 2013, pp. 363-364).

Third principle: principle of doing good

The principle of beneficence is also important. When working with PTSD patients, the main
aim is to increase the patient’s psychological and physical well-being. On the one hand, this includes
treating the PTSD symptoms in a targeted manner, and on the other hand, the general quality of life
or promoting the conditions for this. Furthermore, a holistic approach should be chosen in which the
individual interventions are coordinated with one another in a meaningful way. This includes in particular
the targeted coordination of measures with regard to their effects on the psychological, physical and
social levels. Spirituality can also play an important role for some patients (Beauchamp 2010, pp. 38-39;
Cahill/Anderson 2013, pp. 363-364). It is also useful to promote people’s belief in their own efficacy.
Appropriate measures on a psychological level should also aim to give patients the opportunity to use
their own resources and to become aware of their individual strengths when it comes to dealing with
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challenging situations. In addition, patients should be able to learn and train intensively to deal with
challenging situations and the associated stressors and to shape their lives in this context with increasing
self-determination (Beauchamp 2010, pp. 38-39; Ca-hill/Anderson 2013, pp. 363-364).

Fourth principle: Principle of justice

The last principle can also be used effectively with patients with PTSD. Care should be taken during
treatment to act regardless of their socioeconomic status and place of residence. This includes not giving
preference to privately insured patients. Differences in treatment should be made solely on the basis of
medical and psychotherapeutic circumstances. Freedom from discrimination is a central principle in
this context. Resources should be distributed in such a way that patients with PTSD have access to all
necessary therapies and support options (Beauchamp 2010, pp. 41-42; Cahill/Anderson 2013, pp. 365—
366). If barriers exist, for example related to mobility and financial possibilities, a solution should always
be designed or cooperation should be sought with suitable bodies, such as the psychosocial counseling
center of a municipality (Beauchamp 2010, pp. 41-42; Cahill/Anderson 2013, pp. 365-366). By applying
these principles, ethically sound, patient-oriented, centered, goal-oriented care can be guaranteed.
Attention must be paid to maintaining and promoting individual well-being as well as respecting the
rights and dignity of the individual, in every situation and at all times.

CONCLUSION AND LIMITATIONS

There are important limitations that must be taken into account. Beauchamp and Childress’ model is
only accessible to a limited extent to empirical testing. This is especially true given that it was created as
principles of common sense. In addition, it is not a conclusive presentation of important principles. The
critical discussion by Tschoetschel (2022) can be used here. For example, there are different principles
with regard to the weighting of autonomy depending on the cultural region in which the patient care
takes place. He distinguishes, for example, between liberal and rights-oriented states, the welfare-
oriented Scandinavian ones and the traditionalist ones in southern and eastern Europe. This means
that the meaning and weighting of autonomy also plays an important role. In traditionalistic cultures,
a paternalistic solution is tended to be sought, in which the doctor makes the decision. Corresponding
different weightings also relate to cultural factors (Birnbacher 2022, pp. 329-330). In addition, the criteria
are not formulated concretely enough to offer concrete recommendations for action and applications in
a specific case constellation. This is especially true for the necessary applications that a doctor, nurse or
psychotherapist must make here. They therefore only offer indications that would also be partly taken
into consideration without the model (Birnbacher 2022, pp. 330-331).
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IMPUHIOUITHO OPUEHTUPAHATA MEJUIIUHCKA ETHKA CIIOPEJl BOIIAM
U YAWUJIJIPEC — TPUJIOKEHUE KbM HYKJIUTE HA TAIIMEHTUTE C IITCP

Peztome: Cmamusma ouckymupa npuiaeaiemo Ha yemupume MeOUYUHCKU emUYHU NPUHYURA HA
bowam u Yaiinopec npu nayuenmu ¢ nocmmpasmamudno cmpecoso pazcmpoticmeo (LITCP). Kamo
ce umMam npeosud MHO200pOUHUME NPeOU3BUKAMEeNICmMEd, nped KOUmo ca UNPAseHu cmpadawjume
om NOCMMpPASMAMUYHO CHPECO8O PA3CMPOLCIEO 8 eNCeOHe8UEemMO, OeNUKAMHAMA KOMYHUKAYUs
MeAHCOY MEeOUYUHCKUSL, CeCMPUHCKUS U MepanesmuyHus NepcoHal e Om OCHOBHO 3HAYeHUe 0COOeHO
8 Jicusomosacmpawiasawu cumyayuu xkamo cencuc. Ilpunyunume Ha aMOHOMUS, HEBPEOUMOCH,
bnazooesnue U cnpageodIuBOCH ca 8 OCHOBAMA HA emuyHume pudicu 3a mesu nayuenmu. ITepgusm
NPUHYUN HAOJIsl2d HA 3A4UMAHEeMO HA A8MOHOMHOCIMMA HA NAYUeHMUmMe Ype3 uziepnamenna ungopmayus
U yuacmue 8 NIAHUPAHEeMO HA JleyeHuemo. Bmopusm npunyun — npunyunsm Ha muniocvpoue, yenu
0a ce uzbecne pempasmamusupanemo u 0a ce uszdepam 0e30NACHU, OCHOBAHU HA OOKA3AMENICMEd
nooxoou 3a eyerue. Tpemusm npunyun Ha O1azo0estue HacbLPUaA8a NCUXOI02ULECKOMO U PUUYECKOMO
Onazononyuue Ha nayueHmume upe3 YeleHACOYeHO JedeHue U HAcvbpuasame Ha camooyenxama. M
HAKpasl, Yemebpmusim NpUHYyun Ha Cnpaseoiu8ocmma HaonsAea Ha HeOUCKPUMUHAYUOHHOMO Jedenue,
He3a8UCUMO OM COYUATHO-UKOHOMUYecKus cmamyc. [Ipunacanemo Ha me3u NPUHYUNU 2apaAHMUPA
emuyHo 000CHOBAHU U OPUEHMUPAHU KbM NAYUEHMA ZSPUNCU, KOUMO 3auumam U HACbp4asam
UHOUBUOYATHOMO Oacocvemosnue Ha nayuenmume. Cmamusama noxkazea Kax me3u NPUHYUNU MO2am
0a 6v0am KOHKPemHO NPUNONCEHU KbM HYdlcOume HA nayueHmume ¢ NOCMMPABMAMUYHO CIPECO8O
Pascmpoucmeo u 06CvHcoa C8bp3anume ¢ mosa npeou38UKAmMenIcmsed U 02paHUYeHuUs.

Kniouoeu oymu: nocmmpasmamuyno cmpecoo paszcmpoucmeo, KOMYHUKAYUS, YYECMEUMENHA KbM
Mpasmama KOMYHUKAYUS, OPUEHMAYUs KoM pecypcume, OpUeHmupanocm KoM KIUeHmd, emuka
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