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ABSTRACT 

 

Critical care medicine involves rapid, high-stakes decision-making that often gives 

rise to complex ethical dilemmas. These challenges are intensified in low-resource 

settings such as Ethiopia, where infrastructure, training, and access to services are 

limited. 

This narrative review explores four major thematic areas of ethical concern in criti-

cal care: resource allocation and triage decisions, end-of-life care, informed con-

sent, and equity in service delivery. It examines both traditional ethical frameworks, 

including the four principles approach, deontology, and virtue ethics, and contem-

porary approaches such as narrative ethics, relational autonomy, and ethics consul-

tation services. Cultural values, system limitations, and communication gaps are an-

alyzed with specific reference to the Ethiopian context. 

By synthesizing international literature with low-income country realities, the re-

view highlights the urgent need for contextualized ethical guidelines, expanded eth-

ics education, and institutional support mechanisms. Strengthening ethical capacity 

in critical care is essential to ensure compassionate, fair, and patient-centered care 

delivery in both high- and low-resource settings. 
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Introduction  

Critical care medicine operates in an environment 

characterized by high-stakes decision-making, 

where healthcare professionals are often re-

quired to make rapid choices under conditions of 

extreme uncertainty and significant emotional 

stress. [1, 2] These settings, which are primarily 

concerned with managing life-threatening condi-

tions, are inherently prone to ethical dilemmas 

due to the need to navigate complex scenarios in-

volving conflicting values, scarce resources, and 

the unpredictable nature of critical illnesses. [3] 

In low-income countries like Ethiopia, these ethi-

cal dilemmas are further compounded by chronic 

under-resourcing, limited healthcare infrastruc-

ture, and systemic barriers to access. For in-

stance, ICU bed availability and mechanical venti-

lator access are often extremely limited, placing 

disproportionate ethical burdens on frontline 

providers who must make triage decisions with 

few formal guidelines and under immense pres-

sure. A study reviewing ICU services in Ethiopia 

reports only 0.3 public ICU beds per 100,000 peo-

ple, far below those in high-income countries, 

highlighting the acute scarcity of critical care in-

frastructure.[4, 5] 

One of the most prominent ethical challenges in 

critical care is the allocation of scarce resources, 

such as ventilators, ICU beds, medications, and 

trained personnel, particularly during periods of 

high demand like pandemics or mass casualty 

events.[6] During the COVID-19 pandemic, for in-

stance, healthcare systems around the world 

were forced to implement triage protocols to pri-

oritize care based on factors such as the likeli-

hood of survival and quality-adjusted life years, 

highlighting the ethical complexities of balancing 

utilitarian and egalitarian principles in medical 

decision-making.[7] These protocols, however, of-

ten inadvertently exacerbate existing health ineq-

uities and disproportionately affect vulnerable 

populations, further complicating ethical deliber-

ations.[8] 

End-of-life care in critical care settings presents 

another set of substantial ethical dilemmas, par-

ticularly around decisions to withhold or with-

draw life-sustaining treatments. Healthcare pro-

viders must often navigate between respecting 

patient autonomy and professional assessments 

of medical futility, while also considering the cul-

tural and religious beliefs of patients and their 

families.[9] Conflicts can arise when family mem-

bers demand continued aggressive treatment de-

spite a poor prognosis, which can lead to moral 

distress among healthcare providers who may 

feel that the care provided is not in the patient's 

best interests.[10, 11] 

The issue of informed consent is particularly chal-

lenging in critical care. Many patients are unable 

to participate in decision-making due to the se-

verity of their conditions, necessitating the in-

volvement of surrogates who may not always be 

well-informed or may have conflicts of interest. In 

emergencies, obtaining informed consent can be 

further complicated by the level of mentation, 

time constraints, language barriers, and the ab-

sence of advance directives, which complicates 

the healthcare provider’s ability to act following 

the patient's wishes.[12] Studies show that up to 

one-third of ICU admissions involve some degree 

of surrogate decision-making, and their emotions 

and cognition undergo complex processes during 

the decision-making, underscoring the frequency 

and ethical complexity of these situations.[13] 

Equity and fairness in the provision of critical care 

services also pose significant ethical challenges. 

Disparities in access to critical care are well-docu-

mented, with differences in treatment availability 

and quality often correlated with factors such as 
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race, socioeconomic status, insurance coverage, 

and geographic location. In many cases, systemic 

inequities may be further exacerbated by implicit 

biases, institutional policies, or structural barri-

ers, necessitating deliberate efforts to ensure the 

just distribution of care.[14] 

Given the profound impact of these ethical chal-

lenges on patients, families, and healthcare pro-

viders, there is an urgent need for robust ethical 

frameworks and strategies to guide decision-

making in critical care settings. Various frame-

works have been proposed, including those 

grounded in the principles of bioethics, virtue 

ethics, and care ethics. Yet, there remains consid-

erable debate over how best to apply these 

frameworks in diverse and resource-limited envi-

ronments.[1, 15] This review builds on existing liter-

ature to examine the primary ethical dilemmas in 

critical care and evaluate relevant decision-mak-

ing frameworks, with attention to their applicabil-

ity in low-resource settings such as Ethiopia. 

Ethical principles 

A classic on the subject of medical ethics is Beau-

champ and Childress' Principles of Biomedical 

Ethics. The four principles of beneficence, justice, 

respect for autonomy, and non-maleficence were 

"unveiled" in the first edition, which was released 

in 1979 in the then-emerging field.  

Ethical decision-making in critical care revolves 

around the four fundamental principles. These 

principles serve as a framework for healthcare 

providers to navigate complex ethical situations. 

A. Autonomy refers to the patient's right to 

make informed decisions about their care, re-

flecting the values of self-determination and 

respect for personal choice. 

B. Beneficence involves actions that promote 

the well-being of patients, obligating 

healthcare providers to act in the best inter-

est of the patient. 

C. Non-maleficence emphasizes the duty to do 

no harm, requiring careful consideration of 

the risks and benefits of treatment options. 

D. Justice relates to fairness in the distribution 

of healthcare resources, ensuring equitable 

access and treatment across different popu-

lations. 

Application in critical care 

In critical care settings, these ethical principles 

guide clinicians' decisions to balance competing 

demands and values: 

A. Autonomy in critical care 

The principle of autonomy can be challenging to 

uphold in critical care, where patients may be in-

capacitated due to their medical condition and 

unable to participate in decision-making. 

B. Beneficence and non-maleficence in critical 

care 

Beneficence and non-maleficence are central to 

the critical care practice, where clinicians must 

continually weigh the potential benefits of life-

sustaining treatments against the risks and possi-

ble harms.[16] This is particularly challenging in 

cases with uncertain prognoses or where inter-

ventions may prolong suffering without meaning-

ful recovery. 

C. Justice in critical care 

The principle of justice is particularly relevant in 

critical care during times of resource scarcity, 

such as pandemics or mass casualty events, 

where decisions about allocating limited re-

sources must be made. 

Major ethical dilemmas in critical care 
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These dilemmas often arise due to conflicts be-

tween ethical principles, clinical uncertainty, lim-

ited resources, and diverse patient values and 

preferences. To address such challenges, clini-

cians rely on structured ethical frameworks, inter-

disciplinary collaboration, and institutional ethics 

consultation services, which guide real-time deci-

sion-making. Three central areas of ethical con-

cern in critical care are resource allocation and tri-

age decisions, end-of-life care decisions, and in-

formed consent. 

1. Resource allocation and triage decisions 

Resource allocation in critical care refers to the 

difficult choices that must be made about the dis-

tribution of a few resources, such as ventilators, 

ICU beds, drugs, and staff time, particularly in 

times of emergency or natural catastrophe.[9, 17] 

Triage decisions, particularly in resource-limited 

environments, amplify the challenge of applying 

ethical principles fairly and consistently in time-

pressured scenarios.[17] 

Triage is a common process used to prioritize pa-

tients based on their clinical condition and likeli-

hood of benefit from treatment. However, triage 

decisions can be controversial, as they may disad-

vantage certain groups of patients, leading to eth-

ical debates about fairness and equity.[6] For in-

stance, during the COVID-19 pandemic, many tri-

age protocols prioritized patients with the highest 

likelihood of survival, which sometimes disadvan-

taged older adults and those with disabilities.[18] 

Ethical frameworks for triage 

Various ethical frameworks have been proposed 

to guide triage decisions: 

 Utilitarian approach: this approach aims to 

maximize overall benefits by prioritizing pa-

tients most likely to survive with treatment or 

those who require fewer resources. While 

practical, this method may disadvantage 

older adults, those with disabilities, or indi-

viduals with pre-existing conditions, raising 

concerns about discrimination.[19] 

 Egalitarian approach: this approach advo-

cates for equal access to treatment regard-

less of prognosis, often using a "first-come, 

first-served" basis or random selection (lot-

tery system). While fair in principle, this ap-

proach may not always be practical in emer-

gencies where time and resources are 

scarce.[20] 

 Priority to the worst off: this ethical princi-

ple, also known as the "rule of rescue," em-

phasizes prioritizing those who are most crit-

ically ill or at greatest risk of death. However, 

this can sometimes conflict with utilitarian 

approaches and lead to less efficient use of 

limited resources.[21] 

 Life cycle or fair innings approach: this 

method gives priority to younger patients or 

those who have not yet lived through a nor-

mal life span, based on the idea of maximizing 

the total number of life years saved. While 

this approach may be socially acceptable, it 

also raises ethical concerns about ageism and 

the equal value of all lives.[22] 

In Ethiopia, the absence of national critical care 

triage protocols during pandemics or disasters 

can lead to inconsistencies and moral distress. 

While utilitarian principles might theoretically 

guide resource allocation, in practice, healthcare 

workers often rely on ad hoc judgments shaped 

by urgency, cultural expectations, and the availa-

bility of equipment. Physicians frequently face 

bedside rationing and fairness dilemmas due to 

resource limitations and a lack of supporting 

guidelines.[4] 

2. End-of-Life care decisions 
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Medical futility refers to situations where inter-

ventions like mechanical ventilation, extracorpo-

real oxygenation, intra-aortic balloon counterpul-

sation devices, hemodialysis, and organ trans-

plantation are unlikely to achieve meaningful 

benefits for the patient, such as survival with a 

reasonable quality of life. In critical care, defining 

and recognizing medical futility is particularly 

challenging due to clinical uncertainty, differing 

definitions of what constitutes "meaningful" out-

comes, and variable prognostic tools.[23] 

In many Ethiopian healthcare settings, end-of-life 

decisions are influenced by limited access to pal-

liative care services and a lack of legal frame-

works supporting advance directives. Cultural val-

ues also emphasize family-centered decision-

making, often making it challenging to navigate 

conflicts between perceived obligations to con-

tinue treatment and clinical judgments of medical 

futility. Palliative care in Ethiopia remains urban-

centric and donor-driven, with rural regions, 

home to ≈78% of the population, receiving little 

to no access.[24] A qualitative study across referral 

hospitals in the Amhara region reveals gaps in 

end-of-life care education, limited hospice pro-

grams, and patient suffering at life's end.[25] 

A. Balancing autonomy and beneficence 

There is often a tension between respecting pa-

tient autonomy, honoring their wishes, advance 

directives, or surrogate decisions, and healthcare 

providers' duty of beneficence, which may in-

volve recommending the cessation of non-bene-

ficial or harmful treatments.  

Conflicts may arise when patients or their families 

demand life-sustaining treatments deemed med-

ically futile by healthcare providers. While some 

jurisdictions allow providers to refuse such re-

quests, others require continued treatment until 

an agreement is reached, creating ongoing ethical 

and legal challenges.[26] 

B. Communication challenges 

Effective communication between providers, pa-

tients, and families is crucial for making informed 

end-of-life care decisions. However, communica-

tion breakdowns are common, particularly in 

high-stress environments like ICUs, and can exac-

erbate ethical conflicts. A lack of formal training 

in navigating cultural values, shared decision-

making, and palliative care communication fur-

ther complicates end-of-life decision-making. 

Communication barriers may include language 

differences, cultural misunderstandings, emo-

tional distress, or unrealistic expectations about 

treatment outcomes. Structured communication 

interventions, such as family meetings, decision 

aids, and ethics consultations, have been shown 

to improve understanding and reduce conflict.[27] 

Ethical frameworks for end-of-life care decisions 

Ethical decision-making at the end of life often 

employs a combination of the principle-based ap-

proach, virtue ethics, and narrative ethics. The 

principle of beneficence supports the compas-

sionate withdrawal of futile interventions, while 

non-maleficence emphasizes the avoidance of 

harm through prolonged suffering. Autonomy is 

respected through advance directives or surro-

gate decision-making, although these are often 

underutilized in low-income contexts. 

Narrative ethics encourages clinicians to under-

stand patients’ lived experiences and cultural nar-

ratives, which is particularly important in Ethio-

pia, where decisions are frequently guided by 

family consensus and spiritual values. Virtue eth-

ics, emphasizing compassion, honesty, and cour-

age, also plays a key role in supporting healthcare 

professionals through emotionally taxing end-of-

life scenarios.[28] 
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In Ethiopia and similar LICs, cultural values such 

as collective family decision-making, religious be-

liefs about suffering and death, and limited avail-

ability of palliative care services significantly influ-

ence end-of-life decisions. The lack of hospice in-

frastructure and legal recognition of advance di-

rectives often leaves healthcare providers in eth-

ically gray zones, requiring culturally sensitive, 

case-specific judgment. 

3. Informed consent in critical care 

Informed consent is the process by which pa-

tients or their surrogates are provided with ade-

quate information to make voluntary, well-in-

formed decisions about their care. In critical care, 

obtaining informed consent is challenging due to 

the acuity of the patient's condition, the urgency 

of decision-making, and the frequent lack of pa-

tient capacity. 

When patients cannot provide consent, surro-

gates are often involved; however, they may face 

emotional distress, have a limited understanding 

of medical complexities, or lack knowledge of the 

patient's true preferences.[29] 

In Ethiopia, informed consent is further compli-

cated by language diversity, limited health liter-

acy, and traditional beliefs about authority and 

healing. Clinicians may struggle to balance the 

ethical obligation of patient autonomy with fam-

ily-centered norms and urgent decision-making in 

emergency settings. These challenges reveal the 

importance of incorporating ethics and culturally 

sensitive communication training into clinical 

practice, particularly in multilingual and low-liter-

acy settings. A study on breaking bad news in 

Ethiopia emphasized that patients prefer gradual, 

empathetic disclosure, accompanied by families, 

tailored to religious values and cultural norms.[30] 

Ethical frameworks for informed consent in crit-

ical care 

The ethical basis for informed consent is rooted 

in autonomy, supported by fidelity and veracity. 

In critical care, clinicians must make rapid deci-

sions while ensuring respect for the patient's 

rights and preferences. The relational autonomy 

framework is particularly applicable in LICs like 

Ethiopia, where family members often share in 

decision-making and where individual autonomy 

is socially contextualized.[30] 

Casuistry, or case-based reasoning, also plays a 

role in adapting consent practices to complex, 

time-sensitive scenarios, especially when cultural 

norms prioritize collective decision-making or 

when formal advance directives are absent. 

Cultural norms in Ethiopia often emphasize defer-

ence to authority, family-centered consent, and 

spiritual beliefs in healing, which can complicate 

Western notions of individual autonomy. In areas 

with limited health literacy, clinicians must also 

navigate how best to ensure informed participa-

tion while balancing time constraints and patient 

vulnerability.[30] 

Ethical frameworks and approaches for decision-

making in critical care 

Ethical decision-making in critical care involves 

applying structured frameworks to navigate com-

plex dilemmas and balance competing values. 

Several frameworks guide clinicians in making 

ethically sound decisions that respect patient au-

tonomy, promote beneficence, minimize harm, 

and ensure justice. Generally speaking, 

healthcare professionals prioritize issues like pa-

tient rights, justice, comfort, dignity, and respect 

for their wishes. A crucial component of aligning 

the care given with the patient's preferences, ex-

pectations, values, and circumstances is involving 

the patient and family in the decision-making pro-

cess, whenever feasible. Figure 1 illustrates the 

ethical decision-making process in critical care 
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settings. It outlines key steps, including recogniz-

ing ethical dilemmas, interdisciplinary team dis-

cussion, evaluating ethical principles, involving 

patients or surrogates, and transparent disclo-

sure. The arrows indicate the logical sequence of 

actions, emphasizing that ethical decision-making 

is a dynamic and collaborative process guided by 

core bioethical principles. (adapted from Amanda 

Rischbieth, Julie Benbenishty, Ethical Issues in 

Critical Care | Clinical Gate).[31] 

 

Figure 1: The ethical decision-making process in times of ethical dilemma in critical care 

Ethical decision-making in critical care involves 

utilizing both traditional ethical frameworks and 

contemporary approaches to address complex di-

lemmas and balance competing values. Below is 

a classification of these frameworks and ap-

proaches: 

1. Traditional ethical frameworks 

A. Four-Principles Approach 

The four-principles approach (Beauchamp & Chil-

dress) emphasizes the core principles of auton-

omy, beneficence, non-maleficence, and justice. 

It serves as a foundational framework for ethical 

decision-making by providing a balanced method 

to consider different ethical aspects in critical 

care. In critical care, this framework helps navi-

gate ethical issues by respecting patient auton-

omy, ensuring beneficence and non-maleficence, 

and promoting justice, particularly in resource al-

location and end-of-life care. 

 Advance directives, such as living wills or du-

rable powers of attorney for healthcare, are 

tools designed to protect patient autonomy 

in critical care. These documents allow indi-

viduals to outline their preferences for medi-

cal treatment should they become unable to 

communicate their decisions. However, they 

are often underutilized or unavailable in ur-

gent situations, creating ethical tension for 

healthcare providers who must act in the pa-

tient's best interest while respecting their au-

tonomy.[32] 

 When patients are incapacitated and unable 

to communicate their preferences, the Sub-

stituted Judgment Principle is employed to 

guide decision-making. This principle directs 

https://clinicalgate.com/ethical-issues-in-critical-care/
https://clinicalgate.com/ethical-issues-in-critical-care/
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surrogates, often family members, to make 

choices that align with what the patient 

would have wanted, based on their known 

values and prior statements. The goal is to re-

spect the patient's autonomy even in the ab-

sence of direct consent. However, challenges 

arise when surrogates lack sufficient 

knowledge of the patient's wishes or when 

these wishes conflict with the healthcare 

team’s assessment of what is in the patient's 

best interest.[33] 

B. Casuistry 

Casuistry focuses on case-based reasoning and 

uses specific examples to navigate ethical dilem-

mas, drawing on past cases and analogies. In crit-

ical care, this approach is useful for resolving 

complex instances in which general principles 

may conflict, providing flexibility and context-

specific judgment.[34] 

C. Deontology 

First put forward by Immanuel Kant (1724 – 

1804), deontology is a duty-based ethical frame-

work that prioritizes adherence to moral rules 

and principles, regardless of the consequences. It 

is grounded in the belief that certain actions are 

inherently right or wrong.[35] 

Deontology plays a significant role in guiding de-

cisions in critical care by emphasizing strict adher-

ence to moral principles and ethical rules.[36] In 

high-pressure ICU settings, this means prioritizing 

duties such as maintaining confidentiality, ensur-

ing informed consent, and honoring advance di-

rectives, like do-not-resuscitate (DNR) orders. For 

instance, clinicians are often faced with the ethi-

cal obligation to uphold a patient’s autonomy by 

respecting their documented wishes, even when 

family members push for alternative actions. 

However, deontology’s rigidity can present chal-

lenges. In the rapidly evolving circumstances of 

critical care, strict adherence to rules may not al-

ways accommodate the complexities of individual 

cases.[37] For example, a rigid commitment to a 

DNR order might overlook new, potentially life-

saving interventions that align with the patient's 

broader values. Additionally, conflicts between 

ethical duties, such as balancing respect for au-

tonomy with the duty to prevent harm, can cre-

ate moral dilemmas for providers. Deontology's 

focus on the morality of actions rather than their 

outcomes can further complicate decisions when 

lives are at stake.[37] 

While deontology provides a strong ethical foun-

dation in critical care, its limitations highlight the 

need for complementary approaches, such as 

phronesis (practical wisdom) or narrative ethics, 

to navigate the complex and context-sensitive na-

ture of critical care environments. 

D. Virtue ethics 

Virtue ethics centers on the character and moral 

virtues of healthcare providers, such as compas-

sion, courage, and integrity. In critical care, it em-

phasizes the importance of the clinician's moral 

integrity and character in making decisions, par-

ticularly in morally distressing situations.[38] 

E. Ethics of care 

The ethics of care approach highlights the im-

portance of caring relationships, empathy, and 

responsiveness to patient needs. In critical care, 

this framework supports a compassionate, pa-

tient-centered approach that addresses the emo-

tional, social, and psychological needs of patients 

and their families.[39] 

F. Fidelity 

Fidelity refers to the ethical duty of healthcare 

providers to remain loyal, uphold commitments, 

and maintain trust with patients and their fami-

lies.[40] Fidelity is essential in high-pressure envi-

ronments like ICUs, where patients and families 



Perspective                                                                      PAJEC 

 

 

9                                     Nahom Mesfin et.al. PAJEC. Vol. 3; No. 2; September 2025 
 

                                                                                            DOI: https://doi.org/10.58904/2025/212 

rely heavily on healthcare providers to act in their 

best interest. This includes maintaining continuity 

of care, being transparent about treatment goals, 

and advocating for the patient even when re-

source limitations or institutional policies pose 

challenges.[41] For example, a critical care physi-

cian might prioritize a patient's well-being over 

administrative pressures to discharge or transfer 

for resource optimization. 

G. Veracity 

Veracity is the ethical obligation to tell the truth 

and provide patients with accurate and honest in-

formation.[38] In critical care, veracity becomes 

particularly important in end-of-life discussions 

or when communicating about prognosis and 

treatment options. While full disclosure is essen-

tial, balancing honesty with empathy can be chal-

lenging, especially when delivering bad news. Ve-

racity ensures that patients and families can make 

informed care decisions, fostering trust and ethi-

cal practice. 

H. Paternalism 

Paternalism involves making decisions on behalf 

of patients, based on the belief that it is in their 

best interest, sometimes overriding their auton-

omy.[42] In critical care, paternalism often arises 

when patients are incapacitated, requiring surro-

gates or healthcare providers to act on their be-

half. While well-intentioned, paternalistic actions 

can conflict with respect for autonomy, especially 

if advance directives are unclear or unavaila-

ble.[43] For instance, a critical care team might ini-

tiate emergency surgery on an unconscious pa-

tient without consent, following the principle of 

implied consent. While paternalistic, this action is 

ethically justified to save the patient’s life. 

2. Contemporary approaches 

A. Narrative ethics 

Narrative ethics focuses on understanding the pa-

tient's and family's stories, values, and lived expe-

riences to inform ethical decision-making. In crit-

ical care, it emphasizes individualized care and 

helps guide end-of-life decisions or conflicts over 

treatment goals by incorporating the patient’s 

narrative into the decision-making process.[44] 

B. Relational autonomy 

Relational autonomy emphasizes the social con-

text, relationships, and power dynamics that in-

fluence decision-making. According to this deci-

sion-making, exclusively focused on the individual 

exercise of autonomy fails to align well with pa-

tients' preferences at the end of life. In critical 

care, this approach addresses ethical issues re-

lated to cultural sensitivities, power imbalances, 

and family dynamics, providing a more nuanced 

understanding of patient autonomy.[28] 

C. Ethics consultation services 

Ethics consultation services offer structured sup-

port for healthcare teams, patients, and families 

in navigating ethical dilemmas through ethics 

committees or trained ethicists. In critical care, 

these services help improve communication, re-

duce moral distress, and mediate conflicts, ensur-

ing ethically sound decision-making. 

D. Moral distress mitigation strategies 

These strategies aim to address moral distress ex-

perienced by healthcare providers when external 

constraints prevent them from acting according 

to their ethical beliefs. In critical care, approaches 

like ethics education, open communication, and 

organizational policy development help mitigate 

moral distress and promote ethical practice.[45] 

The emotional burden of bedside triage, espe-

cially without structured ethical guidance, under-

scores the need for targeted ethics education and 

formal triage training in resource-limited settings 

like Ethiopia. 
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E. Interdisciplinary team approaches 

Interdisciplinary teams involving physicians, 

nurses, social workers, chaplains, and ethicists 

provide diverse perspectives and shared decision-

making in ethical dilemmas. These teams are cru-

cial in critical care for comprehensive and collab-

orative decision-making, ensuring all voices are 

considered.[46] 

The unclassified phronesis 

Phronesis (practical wisdom) is best understood 

as a more inclusive method that transcends the 

traditional vs. contemporary classification. It 

serves as a meta-ethical concept foundational to 

all ethical decision-making, regardless of the 

framework employed. 

But why? 

Foundational nature 

Phronesis originates from Aristotelian philosophy 

and emphasizes practical wisdom, which under-

pins ethical reasoning in any context. It is not tied 

to any specific ethical framework but rather in-

forms how frameworks are applied in real-world 

situations. 

Universality 

Both traditional approaches (like the four-princi-

ples approach, deontology, or virtue ethics) and 

contemporary approaches (like relational auton-

omy or narrative ethics) benefit from the applica-

tion of phronesis. It guides practitioners in choos-

ing which framework or principle to prioritize 

based on the specific context. 

Adaptability across time 

While rooted in classical philosophy, phronesis is 

timeless and applicable to modern, evolving ethi-

cal challenges. It supports the contextual, nu-

anced application of principles that are crucial in 

dynamic settings like critical care. 

Hence, phronesis is a general and overarching 

concept. It acts as the ethical "glue" that allows 

both traditional and contemporary frameworks 

to be applied wisely and effectively in real-world 

situations, particularly in complex environments 

like critical care. It is not confined to any one ap-

proach but rather enriches and supports ethical 

decision-making across all paradigms. 

Strengthening ethical practice in critical care set-

tings 

The field of critical care is evolving rapidly, pre-

senting new ethical challenges that demand inno-

vative solutions. As healthcare systems become 

more complex and patient populations more di-

verse, there is a growing need for robust ethical 

frameworks, policies, and strategies to address 

dilemmas in critical care settings. 

1. Enhancing ethical competence through 

training and institutional support 

Although not always explicitly addressed, many of 

the ethical challenges in this review, such as end-

of-life care decisions, informed consent under 

pressure, and fair resource allocation, require 

healthcare professionals to possess strong ethical 

reasoning and communication skills. Institutions 

in Ethiopia and other LICs should incorporate tar-

geted ethics education into medical and nursing 

curricula and provide in-service training focused 

on context-relevant dilemmas. These programs 

can improve clinicians’ capacity to apply ethical 

frameworks practically in emotionally and cultur-

ally complex situations. 

Enhancing ethics training for healthcare profes-

sionals 

Critical care teams should receive comprehensive 

ethics training as part of their professional devel-

opment. This training should encompass not only 

the theoretical aspects of traditional ethical 
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frameworks but also practical skills in communi-

cation, conflict resolution, and cultural compe-

tence. Incorporating ethics training in medical 

and nursing curricula will better prepare clinicians 

to handle ethical dilemmas effectively and confi-

dently.[47] 

Implementing simulation-based ethics educa-

tion 

Simulation-based education has proven effective 

in teaching complex clinical skills and could be 

adapted to ethical decision-making. Scenario-

based learning allows healthcare professionals to 

practice responding to ethical challenges in a con-

trolled environment, enhancing their confidence 

and competence in real-life situations.[48] Expand-

ing simulation programs to include ethical dilem-

mas related to end-of-life care, resource alloca-

tion, and patient autonomy can promote more 

robust ethical practices. 

2. Promoting interdisciplinary collaboration 

and communication 

Encouraging interdisciplinary teamwork 

Collaboration among healthcare professionals 

from diverse disciplines is crucial for addressing 

ethical dilemmas comprehensively. Institutions 

should foster a culture that promotes open dia-

logue, respect, and shared decision-making 

among interdisciplinary team members. Regular 

ethics rounds or multidisciplinary meetings can 

facilitate this exchange of perspectives, reducing 

misunderstandings and fostering consensus.[49] 

Improving communication with patients and 

families 

Effective communication is fundamental to ethi-

cal decision-making in critical care. Healthcare 

providers should be trained in patient-centered 

communication techniques to build trust, clarify 

values, and ensure that patient and family prefer-

ences are understood and respected.[50] Using de-

cision aids and adopting shared decision-making 

models can help bridge the gap between clini-

cians and families, particularly in high-stress envi-

ronments like the ICU. 

Ethical decision-making frameworks such as the 

four-principles approach, ethics of care, and nar-

rative ethics are most effective when applied 

through interdisciplinary collaboration. In critical 

care, diverse team members, including physi-

cians, nurses, social workers, and chaplains, bring 

different perspectives that enrich ethical deliber-

ation. Ethical frameworks serve as shared lan-

guages that help these teams evaluate complex 

cases together, promoting consensus, clarity, and 

moral integrity in decisions. 

3. Strengthening institutional support and pol-

icies 

Developing clear ethical guidelines and proto-

cols 

Healthcare institutions should develop and regu-

larly update ethical guidelines and protocols tai-

lored to the complexities of critical care. These 

guidelines should cover key issues such as with-

drawing and withholding life-sustaining treat-

ment, managing medical futility, and handling 

conflicts of interest. Institutions should ensure 

that all staff members are familiar with these 

guidelines and that they are consistently applied 

in practice. 

Establishing robust ethics consultation services 

Hospitals should enhance access to ethics consul-

tation services to support healthcare providers, 

patients, and families when ethical dilemmas 

arise. These services should include trained ethi-

cists and multidisciplinary ethics committees ca-

pable of offering timely and impartial advice to 

assist with complex decision-making processes, 
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for instance, when there are unrepresented pa-

tients among others.[51] 

4. Addressing moral distress and enhancing 

provider well-being 

Implementing oral distress mitigation programs 

Moral distress is a significant issue for critical care 

providers, leading to burnout, reduced job satis-

faction, and compromised patient care. Institu-

tions should implement programs to identify, 

measure, and mitigate moral distress among 

healthcare providers, including peer support 

groups, debriefing sessions, and resilience train-

ing.[52] 

Promoting a culture of ethical practice and sup-

port 

Creating a supportive environment that priori-

tizes ethical practice is essential for fostering 

moral courage and integrity among healthcare 

providers. Leadership should encourage open dis-

cussion of ethical concerns, recognize ethical 

challenges as a natural part of clinical practice, 

and provide resources to support ethical deci-

sion-making.[53] 

5. Capitalizing on technology and innovation 

Utilizing digital tools for ethical decision-making 

Technology, such as Artificial Intelligence (AI) and 

machine learning, has the potential to assist in 

ethical decision-making by providing real-time 

data analysis and decision support. These tools 

could help predict patient outcomes, optimize re-

source allocation, and identify potential ethical 

conflicts early, enabling proactive management 

of ethical dilemmas. The article "Use of Artificial 

Intelligence in critical care: opportunities and ob-

stacles" by Pinsky et al. (2024) discusses the inte-

gration of AI-based clinical decision support sys-

tems (CDSS) in critical care. While AI offers signif-

icant potential to improve decision-making, chal-

lenges include data biases, lack of model trans-

parency, legal barriers, and technical integration 

issues. The authors emphasize responsible de-

sign, fairness, and situational awareness in AI ap-

plications. They advocate for robust governance, 

interdisciplinary collaboration, and workforce up-

skilling to ensure safe and effective implementa-

tion.[54] 

Developing telemedicine and remote ethics con-

sultation services 

With the expansion of telemedicine, remote eth-

ics consultations could become more feasible, 

providing access to ethics expertise for providers 

in remote or underserved areas. This can help en-

sure that all critical care settings, regardless of lo-

cation, can benefit from structured ethical guid-

ance.[55] 

6. Tailoring ethical frameworks for low-income 

contexts 

Ethical decision-making frameworks must be 

adapted to local realities. In Ethiopia, this in-

cludes developing context-specific guidelines, in-

vesting in ethics education tailored to resource-

limited environments, and promoting community 

engagement in discussions about critical care eth-

ics. Expanding access to ethics consultation ser-

vices and palliative care, even though telehealth, 

can help bridge the ethical support gap in under-

resourced hospitals. 

Conclusion  

Ethical dilemmas in critical care are inevitable due 

to the high-stakes nature of the environment, 

where rapid decisions must often be made with 

limited resources and information. Challenges 

surrounding resource allocation, end-of-life care, 

informed consent, and ensuring equity are partic-

ularly pronounced in low-income countries like 

Ethiopia, where infrastructural, legal, and cultural 
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factors further complicate ethical decision-mak-

ing. 

This review highlights how applying both tradi-

tional ethical frameworks (such as the four-prin-

ciples approach, deontology, and virtue ethics) 

and contemporary approaches (including narra-

tive ethics, relational autonomy, and interdiscipli-

nary consultation) can guide clinicians through 

complex ethical scenarios. 

Strengthening ethical practice in critical care re-

quires a multifaceted approach that includes eth-

ics education, institutional support, culturally 

sensitive communication, and context-specific 

guidelines. By integrating these strategies, critical 

care teams can foster more compassionate, just, 

and patient-centered care, even under pressure. 
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