
 

 

 
Society of Medical Education & Research 

 

2024, Volume 4, Page No: 125-135 

ISSN: 3108-5059 

 

 

Determining Reasonable Practice: Insights into the Ethical Decision-Making of Vascular 

Surgeons in Routine Care 

Chung-Ying Lin1*, Sara Frygner-Holm2 

1 University Health Care Research Centre, Faculty of Medicine and Health, Örebro University, S-huset, 2nd 

Floor, Örebro 70182, SE, Sweden. 
2 Department of Health, Medicine and Caring Sciences, Linköping University, Linköping 58183, SE, Sweden. 

*E-mail  Yinglin@outlook.com  
 

 

Vascular surgery encompasses procedures aimed at alleviating pain and ulcers, as well as preventing life-threatening events 

such as vessel rupture. These interventions inherently carry risks of harm, which are amplified in older or frail patients, creating 

complex decision-making scenarios that raise ethical challenges. Despite this, little is known about how vascular surgeons 

navigate these moral questions. This study aimed to investigate how vascular surgeons reason morally about what should be 

done for their patients. Nineteen vascular surgeons from three Swedish university hospitals participated in qualitative, semi-

structured interviews. The data were analyzed using systematic text condensation. Surgeons’ moral reasoning centered on the 

pursuit of alleviating suffering and minimizing harm by determining what is reasonable for each patient. This process of 

assessing reasonableness involved three interconnected dimensions: shifting focus from the blood vessels to the whole person, 

balancing competing patient needs, and assuming personal responsibility for clinical decisions. Shifting focus entailed 

developing a holistic understanding of the patient, negotiating surgical authority through dialogue, and fostering relationships 

to ensure mutual trust. Balancing needs involved weighing the patient’s autonomy and sense of integrity against relief from 

suffering, respecting patient preferences while safeguarding life and well-being, and considering long-term survival versus 

immediate quality of life. Assuming responsibility included recognizing the potential for complications, tempering one’s 

surgical authority, and managing timing throughout the illness trajectory. The study highlights how moral reasoning is 

embedded in the everyday clinical practices of vascular surgeons, influencing both patient care and decision-making. Findings 

emphasize the importance of integrating ethical reflection alongside medical expertise and technical skill. Clinically, these 

results suggest the need for structured forums where surgeons can actively discuss and reflect on the moral dimensions of their 

practice. 

 

Keywords: Surgeons, Decision-making, Medical ethics, Qualitative research, Physicians 

Introduction 

Moral reasoning involves the consideration of what is 

right or wrong, virtuous or vicious, and it provides a 

framework for determining what actions should be taken 

[1]. Within healthcare, moral reasoning serves to support 

well-founded judgments, decisions, and actions [2, 3]. 

Determining the appropriate course of action for a 

particular patient is, however, challenging, as healthcare 

professionals must weigh a complex mix of contextual, 

social, clinical, ethical, and personal factors during 

decision-making [4, 5]. 

Traditionally, moral reasoning has been studied as a 

cognitive ability by moral psychologists, who have 

examined its development across childhood and its 

capacity for empirical measurement [6]. Kohlberg’s 

influential work described the progression of children’s 

moral thinking, from decisions driven by self-interest to 
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consideration of social norms, culminating in reasoning 

guided by ethical principles and rules [7]. 

Investigating how healthcare professionals navigate 

ethical challenges presents methodological difficulties, 

in part because the term “ethical issues” lacks a 

universally agreed-upon definition [8–10]. Ethical 

literature encompasses a wide range of concepts—such 

as considerations [11], perspectives [12, 13], views [14, 

15], conceptions [16], moral values [17], ethical 

reasoning [18, 19], justifications [20], and decision-

making [21, 22]—all of which reflect the complexity of 

studying how clinicians address ethical concerns in 

practice. 

This study focuses on moral reasoning as it occurs in 

clinical decision-making, aiming to understand how 

surgeons manage ethical challenges in everyday patient 

care. Within the applied qualitative approach, moral 

reasoning was conceptualized implicitly, emphasizing 

sensitivity to the social, practical, and medical context 

[23]. In this framework, moral reasoning is inseparable 

from context, producing meaning to answer the question 

of what ought to be done for the patient. Facts and values 

are therefore viewed as interconnected rather than 

distinct, allowing the phenomenon to be explored from 

the clinicians’ perspective [24, 25]. 

Vascular surgery, the setting for this study, involves 

procedures that relieve debilitating symptoms such as 

pain and ulcers and prevent potentially fatal events like 

vessel rupture [26]. These procedures carry inherent risks 

of harm, which are heightened in older or frail patients, 

making clinical decision-making particularly complex 

[27, 28]. Moreover, disparities in the provision of 

vascular surgery across different regions of Sweden have 

been reported [29]. Data from the Swedish vascular 

registry indicate substantial regional variations in 

procedure rates, which appear less related to patient need 

and more influenced by surgeons’ moral reasoning 

regarding the appropriate course of action [29]. 

While theoretical discussions of general surgical ethics 

exist [30–32], empirical research on surgeons’ moral 

reasoning during clinical decision-making remains 

limited. A few studies have explored ethical dilemmas 

among general surgeons [33, 34], informed consent in 

surgical practice [35], and ethical challenges in trauma 

surgery, particularly related to communication and 

autonomy [36]. Research addressing vascular surgeons’ 

attitudes toward hypothetical scenarios [37, 38] and 

ethical difficulties in acute vascular care [39–41] has 

been conducted, but there is a lack of studies examining 

moral reasoning in routine patient care. 

Given this gap, there is a clear need to investigate how 

vascular surgeons apply moral reasoning in their daily 

practice, to understand how ethical issues are addressed 

and how decisions are morally justified. The aim of this 

study was therefore to explore vascular surgeons’ moral 

reasoning regarding what ought to be done for the patient. 

Methods 

This study employed an explorative, interpretative 

approach within a qualitative framework, using semi-

structured interviews [42]. 

Participants 

The heads of the seven largest vascular surgery units at 

Swedish university hospitals, identified via the Swedish 

vascular registry [43], were contacted by email to invite 

participation. Three of these clinics agreed to take part in 

the study. Surgeons at the participating clinics were 

provided with both written and oral information 

regarding the study. Additionally, the first author 

conducted an information session at each clinic to explain 

the study’s objectives, methodology, and practical 

aspects of participation. A total of nineteen surgeons 

consented to participate. At the first two clinics, all 

fourteen surgeons agreed to join, while at the third clinic, 

a consecutive sampling method was used to recruit five 

participants. Demographic details of the participants are 

presented in Table 1. 

Table 1. Demographic characteristics of the participants 

(n = 19) 

Gender, n (%) 

Male 14 (73) 

Female 5 (28) 

Age, mean (range) 48 (35–69) 

Years of experience, mean (range) 

In vascular surgery 15 (3–37) 

Since graduation 21 (7–43) 

Participants, n 

Hospital 1 8 

Hospital 2 6 

Hospital 3 5 

Data collection 
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The first author conducted face-to-face semi-structured 

interviews in an office at the end of participants’ regular 

outpatient clinic shifts. Rather than focusing on general 

challenges, the interviews centered on specific patients 

the surgeons had seen that same day. The interviews 

began with the prompt: “I would like to talk with you 

about patients you have met today. Are there any cases 

where you encountered difficulties, uncertainty about 

further management, or doubts about the best course of 

action? Could you describe them?” Follow-up probes 

such as “Can you elaborate…,” “What do you mean…,” 

and “Please explain further…” were used to deepen 

exploration of the surgeons’ reasoning. Additional 

questions were tailored to the situation, addressing 

factual circumstances, alternative options, patient and 

family preferences, and perceived expectations or 

reactions. Across all interviews, the surgeons reflected on 

a total of 39 patients (mean 2, range 1–6). Interviews 

were audio-recorded, lasted on average 37 minutes 

(range 18–66 minutes), and were transcribed verbatim by 

a research assistant. 

Data analysis 

The transcribed interviews were analyzed using 

systematic text condensation [44] with support from 

NVivo-11 software [45]. Transcripts were first reviewed 

to ensure accurate representation of medical terminology 

and then repeatedly read to identify preliminary themes. 

Text segments containing information relevant to the 

phenomenon and study aim were coded, with moral 

reasoning deliberately defined in an open manner to 

avoid prematurely limiting interpretation. Understanding 

the surgeons’ clinical reasoning was essential for 

analyzing their moral reasoning. Coding was fully 

inductive, grounded in the surgeons’ narratives about 

their patients and their deliberations regarding the best 

course of action. Relevant medical and factual 

information that informed the moral decision-making 

process was included as part of the phenomenon. 

As coding progressed, similar codes were grouped into 

broader categories based on content or emerging themes. 

Codes and categories were continuously compared with 

the data, moving iteratively between individual parts and 

the dataset as a whole to refine and organize codes into 

main themes and subthemes. The final findings emerged 

through condensation, interpretation, and reformulation 

of these themes, with co-assessment by the authors 

throughout the process. 

The study was conducted in accordance with the 

Declaration of Helsinki and approved by the Swedish 

Ethical Review Authority (No. 2019-04387). Written 

informed consent was obtained from all participants. 

Reporting adhered to the COREQ checklist for 

qualitative research [46]. 

Results 

Vascular surgeons’ moral reasoning centered on 

exploring what is reasonable in the pursuit of alleviating 

suffering and avoiding harm to patients. This process 

involved three interconnected dimensions: shifting focus 

from the blood vessels to the whole person, balancing 

competing patient needs, and assuming personal 

responsibility for making the right decision. These main 

themes were further divided into nine subthemes, 

summarized in Table 2. 

 

Table 2. Surgeons’ moral reasoning described by main theme, themes and sub-themes 

Main theme Exploring reasonableness questing for relieving suffer and avoiding harm 

Theme 

To shift one´s perspective 

from vessels to the whole 

person 

To balance patient’s conflicting needs 
To place responsibility for right 

decision on one´s shoulders 

Sub-theme 

Gaining holistic 

knowledge in the 

pondering of what is best 

Weighing independence and sense of 

being whole against ease of suffering 

Reminding oneself of the risk of 

complications 

Struggling with authority 

through dialogue 

Respecting patient’s will versus 

protecting life and well-being 

Withholding one’s power of 

proficiency in decision-making 

Building a relationship for 

mutual security 

Weighing longer life against protecting 

present well-being 

Managing time during the illness 

course 

 



 

 

To shift one´s perspective from vessels to the whole 

person 

In their pursuit of reasoned judgment, surgeons initially 

concentrated on the patient’s blood vessels but 

progressively broadened their perspective to encompass 

the whole person. This involved acquiring 

comprehensive knowledge to determine what was truly 

in the patient’s best interest, reflecting on the challenges 

of exercising surgical authority, and fostering a sense of 

mutual trust and security through their interactions. 

Gaining holistic knowledge in the pondering of what is 

best involved understanding not only the patient’s 

vascular condition but also their overall health to guide 

decisions about appropriate care. The patient’s suffering 

due to the vascular problem and its impact on daily life 

was a central concern. Surgeons reflected on the patient’s 

loss of function and the extent of their discomfort, paying 

particular attention to pain and how it affected mobility, 

sleep, daily routines, and reliance on pain medications. 

Although patient records and imaging provided valuable 

information, direct face-to-face interaction was essential 

to gain a complete picture of the patient’s health. 

Observing body language, movement, tone of voice, and 

eye contact offered critical insights into the patient’s 

strength and frailty. This helped surgeons determine how 

much surgical stress the patient could tolerate and which 

technical approach would be most suitable. Life 

expectancy also played a role in selecting the surgical 

method. For example, endovascular procedures were 

considered less invasive and safer for frail patients but 

offered shorter-term relief, whereas open surgery carried 

higher risks but tended to provide longer-lasting results. 

“How is he during the short walk from the waiting 

room—does he become short of breath or can he walk 

briskly? Does he experience pain while walking or when 

taking off his shoes? Will he be able to lie on the 

operating table, and what risks might that involve?” 

(Surgeon 9, hospital 2) 

Struggling with authority through dialogue reflected the 

tension between projecting confident guidance and 

expressing uncertainty about the best course of action. 

Secure authority was expressed when surgeons were 

clear about what would serve the patient’s welfare. They 

viewed procedures as beneficial, with risks that were 

justified and communicated in line with the patient’s 

values and expressed wishes. Often, this reasoning 

focused on elderly or frail patients facing complex 

medical choices. Many patients asked surgeons for 

direction, and surgeons responded based on their 

judgment of what was in the patient’s best interest. 

Confidence in authority was maintained when surgeons 

were reasonably certain of the procedure’s benefits and 

when serious complications were unlikely. 

“He left that to me. It is quite common that the patients 

say: ‘You can decide,’ or ‘Do what you think’ or ‘What 

do you think?’ We invite or try to invite the patient to 

have their own opinion and see if they want, some do, 

and others just want to be taken care of.” (Surgeon 10, 

hospital 2) 

When it came to preventive measures, high-risk 

operations, or interventions with limited evidence, 

dialogue with the patient became a cornerstone of 

authority. Surgeons emphasized ensuring patients were 

aware of possible harms and complications, which 

underpinned their own sense of justified authority. The 

ultimate decision remained with the surgeon, but 

discussions with the patient provided grounding for 

exercising this authority responsibly. 

“… a procedure I exposed them to may cause 

complications. It’s very important to have met them, 

spoken to them, looked them in the eyes, to ensure they 

understood the risks, that they go into it with eyes open.” 

(Surgeon 19, hospital 3) 

When effective dialogue was impossible, secure 

authority became fragile. Surgeons encountered 

patients—often elderly, frail, or with cognitive 

impairments—who could not process complex 

information or make informed choices. In cases such as 

patients with dementia needing vascular interventions to 

prevent amputation, inability to participate in decisions 

made procedures potentially distressing or even 

torturous. In these situations, surgeons sometimes judged 

that abstaining from complex interventions, and 

proceeding with an amputation, was the most reasonable 

way to relieve suffering. 

Building a relationship for mutual security involved 

creating a sense of safety both for the patient and the 

surgeon before any surgical intervention. The patient was 

portrayed as facing a challenging situation marked by 

suffering and declining health, and the rapport developed 

in the outpatient clinic aimed to foster a sense of security 

during this vulnerable period. 

“You demonstrate that you’re a human being, not merely 

a doctor, that you acknowledge their worries, make an 

effort to build a connection, present yourself as a decent 

person, and exhibit knowledge, so they can trust that you 

have enough experience to make decisions on their 

behalf.” (Surgeon 14, hospital 3) 

Security could be reinforced by providing clear and 

precise information about the low risk of rupture and the 

potential for prolonged life in patients with small aortic 
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aneurysms. Continuity played a key role in fostering 

security, especially for high-risk procedures, both during 

surgery and in follow-up visits at the outpatient clinic. 

Surgeons also reported a personal need for security, 

particularly before undertaking high-risk operations, 

which arose from their interactions and dialogue with the 

patient, as well as from their own confidence that the 

surgical decision was justified. 

“There’s something personal here, I think—it’s 

important that we know each other, that the patient knows 

their doctor, not just meet different doctors. Someone 

they can see again after the operation.” (Surgeon 1, 

hospital 1) 

To balance patient’s conflicting needs 

The moral deliberation highlighted how a patient’s 

competing needs reflected essential ethical values in 

surgical decision-making. These included maintaining 

independence and bodily integrity, minimizing suffering, 

preserving life and health, extending lifespan, and 

respecting the patient’s choices. Often, these priorities 

clashed, and surgeons aimed to strike a careful and 

justifiable balance. 

Weighing independence and sense of being whole 

against ease of suffering focused on patients with critical 

ischemia who faced urgent and high-stakes situations. 

Surgeons often sought alternatives to amputation, 

especially since many patients were older and physically 

weak, with limited capacity to use a prosthetic limb. 

Losing a leg meant not only reduced mobility but also 

greater dependence on others for daily activities. For both 

patients and surgeons, the thought of amputation carried 

a profound sense of loss and bodily incompleteness. 

“It’s about being mutilated, to lose a part of the body. 

You’re born with your parts and you want to be buried 

with the same parts.” (Surgeon 3, hospital 1) 

In these scenarios, the desire to preserve bodily 

wholeness was constantly weighed against the imperative 

to ease suffering. Chronic leg ulcers associated with 

critical ischemia brought persistent pain, foul odors, 

frequent painful dressing changes, and other burdensome 

complications. Surgical interventions, including 

amputation when unavoidable, were seen as a way to 

relieve pain and prevent the condition from becoming 

life-threatening. 

“That an amputation can become a relief from pain, from 

serious infections.” (Surgeon 6, hospital 1) 

Respecting the patient’s will versus protecting life and 

well-being illustrated the inherent tension when patients 

refused surgery despite severe leg impairment, and 

surgeons aimed to preserve both life and health. While 

the surgeons acknowledged the patient’s choices, they 

faced moral and professional challenges regarding the 

possible consequences for survival and overall quality of 

life. In cases of critical ischemia, the threat to life was 

significant, and amputation could simultaneously save 

the patient’s life and relieve debilitating pain, potentially 

improving well-being, yet at the expense of 

independence and the sense of bodily integrity. 

“I explained that, considering the condition of your foot, 

the level of suffering, and our limited ability to influence 

it… the most appropriate option might be to remove the 

foot. He didn’t react angrily, but said, ‘No, I don’t want 

that, it’s too early.’” (Surgeon 13, hospital 3) 

To guide patients through such decisions, surgeons 

arranged follow-up consultations and engaged with 

family members to discuss options. Hearing about prior 

patients who had delayed surgery sometimes helped 

hesitant individuals recognize the potential benefits of 

the procedure. Still, surgeons maintained a careful 

balance between honoring the patient’s right to refuse 

treatment and asserting appropriate surgical authority. 

“Even if he left wanting to keep the leg, I felt the 

consultation was valuable; he responded appropriately 

and articulated his reasoning clearly.” (Surgeon 12, 

hospital 3) 

Weighing longer life against protecting present well-

being was central in discussions about performing 

prophylactic aneurysm surgery. Surgeons recognized 

that such operations could prevent death from vessel 

rupture in the future, yet at the same time might introduce 

serious complications threatening the patient’s current 

quality of life, requiring careful consideration. Decisions 

about rupture risk drew on professional guidelines that 

indicate when surgery could be appropriate. However, 

the surgeons’ reasoning went beyond these 

recommendations, focusing on whether intervening to 

prevent sudden death was justified for each individual 

patient. 

“On one hand quite low risks with the operation, in the 

longer perspective expected good survival and untreated, 

substantial risk of rupture. There are other patients that 

are much more difficult.” (Surgeon 13, hospital 3) 

In weighing the options, surgeons considered the 

patient’s overall health and expected lifespan. For older 

patients with chronic illnesses or reduced physiological 
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reserve, the emphasis often shifted toward preserving 

current well-being rather than pursuing surgery for the 

sake of extended life. In contrast, patients with robust 

health and functional capacity often tipped the scale in 

favor of surgical intervention to prolong life. Surgeons 

also assessed the technical difficulty of procedures, 

particularly when the likelihood of rupture was similar to 

the risks posed by the operation itself. Ultimately, the 

decision to proceed relied on the benefits clearly 

outweighing the potential harms. 

“Why we abstain treatment is because the costs for the 

patient, the risks and the suffering of the patient, is too 

large. So it’s not on the basis of economic resources or 

something.” (Surgeon 8, hospital 2) 

To place responsibility for right decision on one’s 

shoulders 

The surgeons repeatedly reflected on the heavy 

responsibility they assumed. Their reasoning involved 

constant awareness of potential complications and the 

careful effort to strike an appropriate balance between 

risks and benefits. Bearing this responsibility also 

encompassed exercising restraint in applying their 

professional expertise and managing time responsibly 

while monitoring the patient throughout the course of 

their illness. 

Reminding oneself of the risk of complications meant 

reflecting deeply on how to present these risks to the 

patient. Surgery should not only be technically successful 

but also avoid causing harm that could negatively affect 

the patient’s health or life. By carefully evaluating the 

complexity of the procedure, the surgeons sought to 

judge the likelihood of adverse outcomes and whether 

performing the operation could be ethically justified. 

Being candid about potential complications was seen as 

a responsibility, requiring communication that neither 

minimized significant risks nor exaggerated them to the 

point of deterring the patient unnecessarily. Patients were 

often observed to struggle with understanding the 

information and its consequences. 

“It’s a quite difficult case. There are technical aspects and 

risks to consider. You do not want to put the patient in a 

worse situation. Sometimes it’s most right to do nothing.” 

(Surgeon 7, hospital 2) 

Withholding one’s power of proficiency in decision-

making meant that the surgeons’ expertise carried a 

continuous obligation to act in ways that prioritized the 

patient’s welfare. Vascular surgery, being extremely 

technical, demanded advanced skills that should always 

serve the patient’s interests. Yet, these complex 

interventions could tempt surgeons with technical appeal, 

sometimes making it harder to focus on what was truly 

best for the patient. Just because a procedure could be 

carried out did not mean it should be; responsible 

decision-making required considering the patient’s 

overall health, life context, and quality of life before 

proceeding. 

“It’s more of a technical challenge to fix this aneurysm 

than a real benefit for the patient. This is high-tech work. 

But what I sometimes forget is that yes, we can do it, we 

can tackle this through major surgery or a series of 

complicated steps, but this is an 87-year-old man in 

declining health—what is his life like now, and what will 

this actually achieve?” (Surgeon 12, hospital 3) 

Surgeons also had to curb their authority to avoid 

eclipsing the patient’s own choices. They wrestled with 

offering surgery while staying sensitive to what the 

patient genuinely wanted. Exercising restraint became 

especially difficult when older or frail patients explicitly 

left the decisions to the surgeon. 

“I might assume I know what the patient wants, but often 

it’s different from their actual preference. I could end up 

persuading them toward something they don’t really 

want, and they might not feel able to say no because of 

the power imbalance in the room. For patients with 

cognitive issues or after a stroke, figuring out the right 

approach can be really complicated.” (Surgeon 16, 

hospital 3) 

Managing time during the illness course required 

surgeons to navigate between slowing down and 

speeding up their decision-making. They carefully 

assessed how urgently a surgical intervention was needed 

in the patient’s best interest. On one side, they aimed to 

allow patients enough time to consider their options; on 

the other, they needed to prevent prolonged suffering or 

decline in overall health. In situations such as critical 

ischemia, decisions had to be expedited, since timely 

surgery could halt deterioration or, in some cases, an 

amputation would represent the most beneficial course. 

Surgeons also gauged whether patients were emotionally 

and mentally prepared to make a surgical decision, or 

whether additional time was needed to build confidence 

and security before undergoing the procedure. This 

evaluation was particularly crucial for high-risk 

operations or preventive surgeries. At times, surgeons 

themselves required extra time to resolve uncertainties, 
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arranging follow-up visits in the outpatient clinic as 

needed. 

“If you know this won’t turn out good, you shouldn’t wait 

too long either because meanwhile the patient is 

immobilized because of this withered leg under a longer 

period, the patient becomes generally declined with 

tougher rehabilitation and difficulty walking with a 

prosthesis.” (Surgeon 4, hospital 1) 

Discussion 

The ethical reasoning of vascular surgeons revolved 

around determining what is justifiable in the effort to ease 

suffering while avoiding harm. This required broadening 

their perspective from focusing solely on blood vessels 

to considering the patient as a complete person. They had 

to weigh competing patient needs, manage conflicts 

between values, and carry the responsibility of making 

morally defensible decisions, reflecting on their own 

ethical stance. We contend that through this reflective 

moral reasoning, surgeons acquire moral insight, which 

works alongside their clinical knowledge—both 

numerical and technical—allowing them to make 

informed and ethically sound decisions in patient care 

(Figure 1). 

 
Figure 1. Sources of knowledge for clinical decision-making in vascular surgery 

First, it is necessary to reflect on the findings from the 

perspective of ethical theory. The surgeons frequently 

encountered deep value tensions, which required careful 

navigation to progress in their decision-making. Medical 

ethics literature, particularly the Four Principles 

framework, highlights such conflicts and their 

significance for clinical practice [2, 47]. In this case, the 

opposing needs of patients reflected mid-level principles 

such as respecting autonomy, promoting beneficence, 

and preventing harm. Beneficence, although broad and 

sometimes debated, represents a central moral aspiration 

in healthcare [48]. Many of the values weighed by the 

vascular surgeons fell under this principle, yet they often 

stood in opposition to one another. For example, 

discussions about prophylactic surgery involved a 

tension between extending life and preserving the 

patient’s current well-being, simultaneously implicating 

beneficence and non-maleficence. Likewise, decisions 

surrounding critical ischemia and amputation required 

balancing the patient’s desire for independence and 

wholeness against the relief of suffering. 

While the Four Principles framework captures essential 

ethical domains, it offers limited practical guidance when 

values collide, highlighting the need for more concrete 

tools in clinical decision-making [49]. Even though the 

surgeons’ ethical reasoning aligns with these principles 

to some degree, its precise function within their clinical 

judgments remains unclear. One interpretation is that 

moral reasoning serves as a mechanism for acquiring 

moral knowledge, which complements medical expertise 

in determining what course of action is ethically 

appropriate for a patient. 

A pivotal element in this reasoning was the surgeons’ 

engagement with their patients. Determining the right 

course of action involved exploring the patient’s wishes, 

understanding the significance of their suffering, and 

gauging their perception of surgical risks. Surgeons also 

evaluated the patient’s overall health to determine how 

Moral knowledge 

Medical knowledge Technical knowledge 

Clinical decision-
making 
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much surgical trauma could be tolerated and whether the 

intervention would hold meaningful benefits in the 

context of the patient’s life. This approach can be seen as 

generating moral knowledge through relational 

engagement. In Walker’s moral epistemology, moral 

knowledge is embedded in social interactions and is 

defined as “a socially embodied medium of mutual 

understandings and negotiation between people over 

their responsibility for things open to human care and 

responses” [50]. Central to this concept is understanding 

moral responsibility and negotiating “who gets to do 

what to whom and who is supposed to do what for whom” 

[50]. From this perspective, the surgeons’ consideration 

of what is reasonable can be interpreted as collecting 

relational, context-specific, and patient-centered moral 

knowledge. This knowledge is then integrated with 

medical evidence and technical expertise to guide 

decisions about what ought to be done for each individual 

patient (Figure 1). 

It could be contended that the surgeons also gathered 

purely objective or clinical information during patient 

encounters, which could in itself inform the ethical 

question of what actions were appropriate. Yet, this 

process occurred within a relational and dialogical 

context, where the information relevant to moral 

decision-making extended well beyond the patient’s 

medical condition. The surgeons viewed meeting the 

patient before making a decision as essential, reflecting 

the need to obtain moral insight unique to each encounter, 

while fostering a sense of security for both surgeon and 

patient. Through dialogue and mutual exchange, the 

surgeons grounded their authority to proceed with 

surgery, which can be interpreted as a way to moderate 

the inherent imbalance of power in the physician-patient 

relationship. Walker emphasizes that moral knowledge is 

neither abstract nor purely objective; rather, it is shaped 

by who we are, our self-understanding, and our social and 

cultural context [50]. Such knowledge emerges 

dynamically within specific spaces and interactions, 

often influenced by existing hierarchies and power 

relations. The surgeons were acutely aware of their 

position in this hierarchy and recognized that their 

professional authority could, if misapplied, compromise 

responsible decision-making and the patient’s welfare. 

The concept of shared decision-making (SDM) has 

become central in situations where patient preferences 

are particularly important. Surgeons’ narratives 

frequently highlighted clinical scenarios where patient 

values significantly influenced the decision process [51]. 

SDM involves presenting the patient with available 

options, including risks and benefits, and eliciting their 

values and preferences before reaching a decision [52]. 

Cases that are preference-sensitive, involve equipoise, or 

require patient engagement for successful 

implementation are especially suited for SDM [53]. The 

surgeons’ reflections on how dialogue validated their 

authority to act surgically can be viewed as engagement 

with the decisional phase described in SDM [52]. 

However, the data do not indicate that surgeons actually 

shared the ultimate decision-making responsibility with 

patients. Ultimately, they retained the responsibility to 

judge whether a surgical intervention was ethically and 

professionally justified, particularly for frail patients or 

complex procedures. Part of this moral reasoning 

involved deliberately restraining the exercise of their 

authority, a reflection that may be necessary to fully 

consider the patient’s perspectives and values. 

Nevertheless, limited patient capacity for participation 

and poor general health remained significant barriers to 

SDM [54]. Empirical studies in the Netherlands have 

shown that SDM in vascular surgery is often limited; 

analyses of audio-recorded consultations using the 

Option-5 instrument revealed low patient support in 

exploring options [55, 56]. 

The moral reasoning employed by surgeons likely 

influenced their clinical decisions, and variations in 

reasoning may help explain regional differences in the 

frequency of vascular procedures observed in Sweden 

[29]. How surgeons determine what is reasonable, 

navigate the patient relationship, reconcile value 

conflicts, and modulate their professional authority may 

contribute to these variations [29]. Performing vascular 

surgery involves far more than the application of clinical 

knowledge and guidelines; it is fundamentally a moral 

and interpretative endeavor that must be acknowledged 

when considering what constitutes good, equitable 

healthcare. 

Methodological considerations 

Only three of the seven hospitals invited chose to 

participate, which may have affected the study’s validity 

and limited the transferability of the findings. The clinics 

that declined participation cited two primary reasons: 

insufficient time and lack of interest (n = 3), and concerns 

related to research ethics regarding sensitive patient 

information (n = 1). Additional unreported factors could 

include unfamiliarity with the research methods or 
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apprehension about being scrutinized. It is possible that 

the surgeons at participating clinics were more attuned to 

ethical considerations in everyday practice than vascular 

surgeons generally. Likewise, these clinics may have 

fostered a culture that encouraged open dialogue. 

Nonetheless, at two of the participating hospitals, all 

surgeons agreed to be interviewed, suggesting that the 

sample was not limited solely to individuals with 

heightened moral sensitivity. Including three separate 

clinics also allowed for the capture of social diversity, 

enhancing the credibility of the results. Interviewing 

surgeons about patients they had met on the same day 

generated timely and rich data, reducing the risk of recall 

bias or socially desirable responses. However, focusing 

on real-time patient encounters, rather than general 

questions about ethical experiences, limited the study’s 

ability to examine structural factors—such as time 

constraints—or the decision-making process for acute 

cases. 

Conclusion 

Determining what is ethically appropriate for a patient 

extends well beyond following clinical guidelines or 

applying medical knowledge. The moral reasoning 

demonstrated by vascular surgeons highlights that ethics 

are deeply integrated into everyday clinical practice, 

shaping patient care through ongoing professional 

judgment. In their deliberations about what ought to be 

done, surgeons navigate questions of reasonableness, 

balancing the relief of suffering with the avoidance of 

harm. Performing vascular surgery requires not only 

medical and technical expertise but also moral 

knowledge, which, in these findings, is embedded in the 

interplay of patient relationships, value conflicts, and the 

moral character of the surgeon. Applying this moral 

knowledge in practice underscores the need for forums 

where ethical considerations can be openly discussed and 

for the continued cultivation of moral character in clinical 

settings. 

Acknowledgments: None 

Conflict of Interest: None 

Financial Support: None 

Ethics Statement: None 

References 

1. Richardson HS. Moral reasoning. In: Zalta EN, 

editor. The stanford encyclopedia of philosophy. 

Winter 2014 ed: The Metaphysics Research Lab, 

Center for the Study of Language and Information. 

Stanford: Stanford University; 2014. 

2. Beauchamp TL, Childress JF. Principles of 

biomedical ethics. 7th ed. New York: Oxford 

University Press; 2013. 

3. Kaldjian LC. Communicating moral reasoning in 

medicine as an expression of respect for patients and 

integrity among professionals. Commun Med. 

2013;10(2):177–83. 

4. Braunack-Mayer AJ. What makes a problem an 

ethical problem? An empirical perspective on the 

nature of ethical problems in general practice. J Med 

Ethics. 2001;27(2):98–103. 

5. Walker P, Lovat T. Dialogic consensus in clinical 

decision-making. J Bioeth Inq. 2016;13(4):571–80. 

6. Thoma SJ. Measuring moral thinking from a neo-

Kohlbergian perspective. Theory Res Educ. 

2014;12(3):347–65. 

7. Kohlberg L. The development of children´s 

orientations toward a moral order. Hum Dev. 

1963/2008;51:8–20. 

8. Schofield G, Dittborn M, Selman LE, Huxtable R. 

Defining ethical challenge(s) in healthcare research: 

a rapid review. BMC Med Ethics. 2021;22(1):135. 

9. Ives J, Dunn M, Molewijk B, Schildmann J, Bærøe 

K, Frith L, et al. Standards of practice in empirical 

bioethics research: Towards a consensus. BMC Med 

Ethics. 2018;19(1):68. 

10. Lechasseur K, Caux C, Dollé S, Legault A. Ethical 

competence: an integrative review. Nurs Ethics. 

2018;6:694–706. 

11. Keijzer-van Laarhoven AJ, Touwen DP, Tilburgs B, 

van Tilborg-den BM, Pees C, Achterberg WP, et al. 

Which moral barriers and facilitators do physicians 

encounter in advance care planning conversations 

about the end of life of persons with dementia? A 

meta-review of systematic reviews and primary 

studies. BMJ Open. 2020;10(11): e038528. 

12. Rietjens JA, Buiting HM, Pasman HR, van der Maas 

PJ, van Delden JJ, van der Heide A. Deciding about 

continuous deep sedation: physicians’ perspectives: 

a focus group study. Palliat Med. 2009;23(5):410–7. 

13. Axelsson L, Benzein E, Lindberg J, Persson C. 

Processes toward the end of life and dialysis 



Lin and Frygner-Holm                                                                       Asian J Ethics Health Med, 2024, 4:125-35  
 

 

 

134 

withdrawal Physicians’ and nurses’ perspectives. 

Nurs Ethics. 2020;27(2):419–32. 

14. Björk J, Juth N, Lynøe N. “Right to recommend, 

wrong to require”- an empirical and philosophical 

study of the views among physicians and the general 

public on smoking cessation as a condition for 

surgery. BMC Med Ethics. 2018;19(1):2. 

15. Morberg Jämterud S, Snoek A, van Langen IM, 

Verkerk M, Zeiler K. Qualitative study of GPs’ 

views and experiences of population-based 

preconception expanded carrier screening in the 

Netherlands: bioethical perspectives. BMJ Open. 

2021;11(12): e056869. 

16. Björk J, Stenfors T, Juth N, Gunnarsson AB. 

Personal responsibility for health? A 

phenomenographic analysis of general practitioners’ 

conceptions. Scand J Prim Health Care. 

2021;39(3):322–31. 

17. van Zwol M, de Boer F, Evans N, Widdershoven G. 

Moral values of Dutch physicians in relation to 

requests for euthanasia: a qualitative study. BMC 

Med Ethics. 2022;23(1):94. 

18. Litleskare LA, Strander MT, Førde R, Magelssen M. 

Refusals to perform ritual circumcision: a qualitative 

study of doctors’ professional and ethical reasoning. 

BMC Med Ethics. 2020;21(1):5. 

19. Pettersson M, Hedström M, Höglund AT. The ethics 

of DNR-decisions in oncology and hematology care: 

a qualitative study. BMC Med Ethics. 

2020;21(1):66. 

20. Dreyer A, Førde R, Nortvedt P. Life-prolonging 

treatment in nursing homes: how do physicians and 

nurses describe and justify their own practice? J Med 

Ethics. 2010;36(7):396–400. 

21. Clarke G, Galbraith S, Woodward J, Holland A, 

Barclay S. Eating and drinking interventions for 

people at risk of lacking decision-making capacity: 

Who decides and how? BMC Med Ethics. 

2015;16:41. 

22. Mendick N, Young B, Holcombe C, Salmon P. The 

ethics of responsibility and ownership in decision-

making about treatment for breast cancer: 

triangulation of consultation with patient and 

surgeon perspectives. Soc Sci Med. 

2010;70(12):1904–11. 

23. Musschenga AW. Empirical ethics, context-

sensitivity, and contextualism. J Med Philos. 

2005;30(5):467–90. 

24. de Vries R, Gordijn B. Empirical ethics and its 

alleged meta-ethical fallacies. Bioethics. 

2009;23(4):193–201. 

25. Hardman D, Hutchinson P. Where the ethical action 

is. J Med Ethics. 2023;49:45–8. 

26. Eskandari M, Pearce W, Yao J. Contemporary 

vascular surgery. Shelton: People’s Medical 

Publishing House; 2012. 

27. Houghton JSM, Nickinson ATO, Morton AJ, 

Nduwayo S, Pepper CJ, Rayt HS, et al. Frailty 

factors and outcomes in vascular surgery patients: A 

systematic review and meta-analysis. Ann Surg. 

2020;272(2):266–76. 

28. Wang J, Zou Y, Zhao J, Schneider DB, Yang Y, Ma 

Y, et al. The impact of frailty on outcomes of elderly 

patients after major vascular surgery: A systematic 

review and meta-analysis. Eur J Vasc Endovasc 

Surg. 2018;56(4):591–602. 

29. Annual report Swedvasc Vascular registry in 

Sweden Uppsala; 2020. 

30. McCullough LB, Jones JW, Brody BA. Principles 

and practice of surgical ethics. In: McCullough LB, 

Jones JW, Brody BA, editors. Surgical ethics. New 

York: Oxford University Press; 1998. 

31. Little M. The fivefold root of an ethics of surgery. 

Bioethics. 2002;16(3):183–201. 

32. Hall DE. The guild of surgeons as a tradition of 

moral enquiry. J Med Philos. 2011;36(2):114–32. 

33. Torjuul K, Nordam A, Sorlie V. Action ethical 

dilemmas in surgery: An interview study of 

practicing surgeons. BMC Med Ethics. 2005;6:7 

34. Torjuul K, Nordam A, Sorlie V. Ethical challenges 

in surgery as narrated by practicing surgeons. BMC 

Med Ethics. 2005;6:2. 

35. Convie LJ, Carson E, McCusker D, McCain RS, 

McKinley N, Campbell WJ, et al. The patient and 

clinician experience of informed consent for 

surgery: A systematic review of the qualitative 

evidence. BMC Med Ethics. 2020;21:1–17. 

36. Chotai PN, Kuzemchak MD, Patel MB, Hammack-

Aviran C, Dennis BM, Gondek SP, et al. The choices 

we make: ethical challenges in trauma surgery. 

Surgery. 2022;172(1):453–9. 

37. Clara A, Merino J, Mateos E, Ysa A, Roman B, 

Vidal-Barraquer F. The vascular surgeon facing 

clinical ethical dilemmas (the VASCUETHICS 

Study): ’V’- shaped association between 

compassionate attitudes and professional seniority. 

Eur J Vasc Endovasc Surg. 2006;31(6):594–9. 



 Asian J Ethics Health Med, 2024, 4:125-35                                                                      Lin and Frygner-Holm 
 

 

 

135 

38. Clará A, Ysa A, Román B, Anglés M, Vidal-

Barraquer F. Clinical ethical dilemmas for vascular 

surgeons (the VASCUETHICS study): Are self-

interest attitudes related to professional seniority? 

Eur J Vasc Endovasc Surg. 2004;27(5):525–33. 

39. Estrera AL, Safi HJ. Aortic dissections in the 

elderly: ethical dilemmas of treatment. Tex Heart 

Inst J. 2012;39(6):831. 

40. Hata M, Sezai A, Niino T, Yoda M, Unosawa S, 

Furukawa N, et al. Should emergency surgical 

intervention be performed for an octogenarian with 

type A acute aortic dissection? J Thorac Cardiovasc 

Surg. 2008;135(5):1042–6. 

41. Piotrowski JJ, Akhrass R, Alexander JJ, Yuhas JP, 

Brandt CP. Rupture of known abdominal aortic 

aneurysms: An ethical dilemma. Am Surg. 

1995;61(7):556–9. 

42. Thorne SE. Interpretive description: Qualitative 

research for applied practice. 2nd ed. New York; 

London: Routledge; 2016. 

43. The Swedish National Registry for Vascular Surgery 

[Home page]. Avail- able from: 

https://www.ucr.uu.se/swedvasc/. 

44. Malterud K. Systematic text condensation: A 

strategy for qualitative analysis. Scand J Public 

Health. 2012;40(8):795–805. 

45. NVivo Qualitative data analysis software QSR 

International; 2018. 

46. Tong A, Sainsbury P, Craig J. Consolidated criteria 

for reporting qualitative research (COREQ): A 32-

item checklist for interviews and focus groups. Int J 

Qual Health Care. 2007;19(6):349–57. 

47. Gillon R. Defending the four principles approach as 

a good basis for good medical practice and therefore 

for good medical ethics. J Med Ethics. 

2015;41(1):111–6. 

48. Pellegrino ED. The internal morality of clinical 

medicine: A paradigm for the ethics of the helping 

and healing professions. J Med Philos. 

2001;26(6):559–79. 

49. Gordon JS, Rauprich O Fau - Vollmann J, Vollmann 

J. Applying the four- principle approach. (1467–

8519 (Electronic)). 

50. Urban WM. Moral understandings: A feminist study 

in ethics. 2nd ed. New York: Oxford University 

Press; 2007. 

51. Charles C, Gafni A Fau - Whelan T, Whelan T. 

Shared decision-making in the medical encounter: 

What does it mean? (or it takes at least two to tango). 

(0277–9536 (Print)). 

52. Stiggelbout AM, Pieterse AH, De Haes JC. Shared 

decision making: Concepts, evidence, and practice. 

Patient Educ Couns. 2015;98(10):1172–9. 

53. van der Horst DEM, Garvelink MM, Bos WJW, 

Stiggelbout AM, Pieterse AH. For which decisions 

is Shared Decision Making considered appropriate? 

- A systematic review. Patient Educ Couns. 2022. 

54. Pel-Littel RA-O, Snaterse M, Teppich NM, 

Buurman BM, van Etten-Jamalu- din FS, van Weert 

JCM, et al. Barriers and facilitators for shared 

decision making in older patients with multiple 

chronic conditions: a systematic review. (1471–2318 

(Electronic)). 

55. Peters LJ, Stubenrouch FE, Thijs JB, Klemm PL, 

Balm R, Ubbink DT. Predic- tors of the level of 

shared decision making in vascular surgery: A cross 

sectional study. Eur J Vasc Endovasc Surg. 

2022;64(1):65–72. 

56. Stubenrouch FE, Peters LJ, de Mik SML, Klemm 

PL, Peppelenbosch AG, Schreurs S, et al. improving 

shared decision making in vascular surgery: A 

stepped wedge cluster randomised trial. Eur J Vasc 

Endovasc Surg. 2022;64(1):73–81. 


