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Clinical and Professional Ethics in the
Management of Motor Speech Disorders
Edythe A. Strand, Ph.D.1

ABSTRACT

The field of biomedical ethics is increasingly discussed in speech-
language pathology graduate school curricula as well as in continuing edu-
cation forums. The application of the principles of medical ethics can be
extremely helpful to the difficult decisions sometimes facing speech-language
pathologists with respect to doing good for their patients while respecting
both patients’ autonomy and federal and state law. Professions have increas-
ing attempted to codify professional issues relating to moral issues through
codes of ethics and codes of conduct. This article focuses on applying se-
lected principles of medical ethics and professional codes of conduct to the
practice of speech pathology specific to motor speech disorders. Case ex-
amples are provided to illustrate ethical decision making through consider-
ation of the American Speech-Language-Hearing Association (ASHA)
Code of Ethics as well as a number of principles of medical ethics.

KEYWORDS: Motor speech disorders, biomedical ethics, professional
ethics, professional conduct

Learning Outcomes: As a result of this activity, the participant will be able to (1) describe and discuss basic
principles of medical ethics, (2) describe and discuss professional morality versus community morality and
how that translates into the development of professional codes of conduct, and (3) describe and discuss the
application of rules of conduct as well as principles of medical ethics to specific ethical dilemmas in the man-
agement of motor speech disorders.
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or institutions. They use the word ethics to refer
to “ways of understanding and examining the
moral life” (p. 1).2 Ethical theories and principles
are starting points that guide us in developing
norms of conduct. This article pertains to an-
other subset of morality—professional morality.

Professionals usually have specialized train-
ing and, as a group, may be committed to pro-
viding services to clients or patients who are the
consumers. Professions typically maintain orga-
nizations that specify necessary credentials and
qualifications for entry into the field and cer-
tify that the individuals, recognized as part of
that profession, have the knowledge and skill to
provide the service expected by the consumer. In
the healthcare field, including speech-language
pathology, carefully supervised training ensures
the necessary background of knowledge and
practice in clinical skill. Healthcare professions
typically go beyond certification of basic knowl-
edge and skill, and specify obligations that relate
to the patient-professional relationship.

As a means of specifying these obligations,
professional morality identifies general stan-
dards of conduct that are important to a partic-
ular profession, but may not be applicable to
others. Professions, usually through their pro-
fessional organizations, have increasingly at-
tempted to codify professional issues relating
to moral issues through codes of ethics and codes
of conduct. A code of ethics may be published by
professional organizations to ensure that mem-
bers of that organization are committed to prin-
cipled reasoning when faced with ethical deci-
sions regarding the management of patients.
Beauchamp and Walters3 note that codes of
ethics have recognized professional obligations
for a long time. More recently, such codes have
given more systematic thought to the moral and
legal rights of patients. Examples of professional
codes of ethics are the Ethical Principles of Psy-
chologists and Code of Conduct of the Ameri-
can Psychological Association4 and the Ameri-
can Medical Association Code of Ethics.5 The
Code of Ethics of the American Speech and
Hearing Association provides for the “preser-
vation of the highest standards of integrity and
ethical principles,” which is “vital to the responsi-
ble discharge of obligations by speech-language

Theories and principles of biomedical
ethics are increasingly being taught in medical
schools and other allied health professional grad-
uate programs as part of a rapid expansion of
the field of biomedical ethics that has occurred
in recent years. Speech-language pathologists are
increasingly discussing issues related to clinical
and professional ethics1 because these issues are
applicable to our clinical practice and to our
clinician-patient relationships. The purpose of
this article is to briefly introduce the concepts
of professional and clinical ethics, and discuss
the application of ethical principles as well as
rules of conduct to the practice of medical
speech-language pathology, focusing on those
issues most relevant to the clinical management
of motor speech disorders. Although there are
numerous principles of medical ethics discussed
in the literature, this article focuses on just a
few that are frequently applicable to the man-
agement of adults and children who exhibit
motor speech disorders. Several case examples
of ethical dilemmas and problems related to
the patient-professional relationship are pre-
sented. Discussion then focuses on applying
rules of conduct and ethical principles toward
the resolution of these problems. Although the
scope of this article does not allow an exhaustive
discussion, the purpose is to generate thought
and dialogue about this important part of our
clinical practice.

PROFESSIONAL ETHICS 
AND MORALITY

Those practicing medicine and medical speech-
language pathology frequently face difficult eth-
ical and moral dilemmas, and therefore, diffi-
cult ethical and moral decisions. Beauchamp and
Childress2 differentiate ethics and morality.
Beauchamp and Childress use the term moral-
ity to refer to standards of right and wrong that
are widely accepted and form a social consen-
sus (e.g., it is wrong to lie, steal, or cause harm
to others). They further describe “common
morality” as encompassing all persons, versus
“community-specific morality” in which moral
standards come from specific cultures, religions,
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pathologists, audiologists, and speech, language,
and hearing scientists.”6 The Code of Ethics of
the American Speech-Language-Hearing As-
sociation (ASHA) clearly delineates a set of
guidelines that are meant to protect and ensure
quality clinical service to the patient and hold
the clinician to a set of principled standards of
conduct. The preamble to the ASHA Code of
Ethics states that the fundamentals of ethical
conduct are described by both Principles of
Ethics and by Rules of Ethics. These principles
and rules relate to speech-language pathologists’
responsibilities to the individuals they serve as
well as to the public in general. They also relate
to the conduct of research. It is beyond the
scope of this article to discuss all aspects of the
ASHA Code of Ethics that may be applicable
to speech pathologists in the management of
motor speech disorders. However, to exemplify
how professional ethics play a role in guiding
ethical and moral decision making, selected
Rules of Ethics from the ASHA code will be
highlighted in the case presentations. Table 1
lists selected examples of these Principles and
Rules of Ethics.

Some of these standards are quite clear (e.g.,
“individuals shall not misrepresent their creden-
tials,” or “individuals shall not charge for ser-
vices not rendered”). However, there are numer-
ous controversial issues facing the practicing
clinician for which the standard of conduct is
not as clearly defined. For example, clinicians
may find that working to “do good” for the pa-
tient may in fact jeopardize that patient’s au-
tonomy. Maintaining confidentiality about the
patient’s health status and health care is para-
mount, yet sometimes comes into conflict with
state law. Telling the truth and keeping the
patient’s trust may seem unambiguous, but sit-
uations arise where veracity is not so simple.
With shrinking financial resources, clinicians
increasingly have to face ethical decisions re-
garding fair distribution of services. Individuals
from a number of varied professions have em-
phasized the importance of professional codes
of ethics, while recognizing their limitations
in terms of solving complex ethical problems
that may arise in clinical practice.7–9 Although
ethical codes can establish and clearly delineate

particular values of a profession, and describe
basic rules of practice, they may fall short in
terms of helping the clinician in difficult, dy-
namic ethical problem solving.

In addition to a profession’s code of ethics
and/or code of conduct, the clinician may also
turn to the field of biomedical ethics for guid-
ance in ethical and moral decision making.
Philosophical and theoretical foundations dis-
cussed in the biomedical ethics literature pro-
vide tools for deliberating many ethical prob-
lems that arise in clinical practice.

PRINCIPLES OF MEDICAL ETHICS

The literature of medical ethics relies heavily
on the use of ethical principles as a guide to moral
decision making. Several commonly discussed
principles include the following: autonomy, bene-
ficence, nonmaleficence, and justice. There are
also a number of principles important to the
patient-professional relationship, including ve-
racity, confidentiality, and fidelity. Horner10 pro-
vides additional discussion of these issues. These
principles are described here briefly because they
relate directly to the case examples presented
below that illustrate how speech-language path-
ologists apply these issues in clinical decision
making when working with patients who have
motor speech disorders.

Autonomy

The biomedical ethics literature refers to au-
tonomy as the right of the individual to self-
determination. It is the right of the individual
to determine his or her own course of action,
including making decisions concerning his or
her own medical care. Autonomous individuals
are free of control or influence by either people
or institutions. Some individuals have dimin-
ished autonomy because of personal limitations,
such as cognitive deficits or dementia, or may
simply be developmentally immature, as in early
childhood. In these examples, the person’s abil-
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ity to make personal decisions is compromised.
Historically, there was a paternalistic attitude
in medicine in which physicians and allied med-
ical healthcare providers often made decisions
for patients. In recent years, however, clinicians
(e.g., physicians or speech pathologists) have
shifted away from this paternalistic attitude and
moved toward respecting the autonomy of pa-
tients to make decisions for themselves. In fact,
for the last three decades, respect for patients’
autonomy has increasingly taken precedence over
paternalism.

Beneficence

Beneficence refers to “doing good for the pa-
tient” and includes those actions that will re-
sult in benefiting another. In medical practice,
therefore, the principle of beneficence refers to
facilitating the health and well-being of the
patient. It includes being kind and merciful as
well as taking steps to prevent or remove harm.
When writing about the principle of beneficence,
Beauchamp and Childress11 note that benefi-
cence goes beyond being good and kind. They
stress that healthcare providers are obligated to
balance the potential good against potential harm
that might result from any action or decision.
This is important because one may not be able
to perform actions that are beneficial, or that
prevent harm, without also creating some risk.
Therefore, the speech pathologist must always
balance the potential good versus potential harm
when making clinical decisions.

Nonmaleficence

Nonmaleficence refers to the idea of “noninflic-
tion of harm” on others. Although the principle
of beneficence includes acts to prevent harm,
nonmaleficence goes further in that it makes
salient our obligation not to injure others. Al-
though the principles of beneficence and non-
maleficence are not easily separable, they are
considered distinct because the obligation not
to harm someone is distinct from, and usually
more stringent than, the responsibility to ben-

efit others. Further, nonmaleficence involves the
avoidance of both intentional harm and the risk
of harm. The line between these is not always
clear. As shown in the case examples that fol-
low, the principles of beneficence and nonmalef-
icence often come into conflict with the princi-
ple of autonomy.

Justice

A number of different theories of justice are de-
scribed in the literature that attempt to clarify
diverse notions of justice. In particular, these the-
ories have been used to determine how health-
care services should be distributed. In general,
the formulation of a single unifying theory of
justice has been elusive.12 Some theories (egal-
itarian) emphasize equal access to health care.
Other theories (libertarian) stress fair procedures
rather than equal or “fair” outcomes. A third cat-
egory of theories (utilitarian) emphasizes a va-
riety of different criteria to maximize the pub-
lic good. In this view, there are trade-offs in
balancing private and public benefit.

In the current healthcare environment, im-
portant questions are raised concerning the right
to equal access to health care as well as the right
to a particular standard of care. Clinicians are
often faced with decisions relating to establish-
ing priorities when allocating health care. These
questions all involve the principle of justice and
answers to any particular problem will necessar-
ily depend on the theoretical perspective taken.

In the field of biomedical ethics, the discus-
sion of justice often focuses on the distribution
of services, including the amount of treatment
provided to individuals, given limited resources.
Although speech-language pathologists are not
usually in the front lines of establishing systems
of healthcare delivery, they do struggle with
problems related to patients’ access to both as-
sessment and treatment. Frequently, speech-
language pathologists are faced with decisions
regarding how much treatment is appropriate,
the maximal treatment one can recommend given
the financial resources available, and who will
receive treatment and who will not, in light of
limited resources. In the area of motor speech
disorders, many people are seen in medical set-
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tings where there are increasingly shorter stays
in rehabilitation units and fewer authorized visits
for outpatient treatment. One also should con-
sider speech-language pathologists in the pub-
lic schools who are treating children with motor
speech disorders. Because of the necessity to
incorporate the principles of motor learning in
remediation of these motor speech disorders,
clinicians know that it is important to schedule
frequent sessions. In fact, the principle of benef-
icence would suggest that the therapist see the
child on an individual basis every day. Given a
large caseload, however, that would mean deny-
ing or curtailing service to other children. The
theories regarding the principle of justice may
then be invoked to facilitate speech-language
pathologists’ decisions in these matters.

THE RELATIONSHIP BETWEEEN
PATIENTS AND HEALTHCARE
PROFESSIONALS

A number of principles are pertinent to the re-
lationship between the patient and the speech-
language pathologist. These include the princi-
ples of veracity, confidentiality, and fidelity.These
three principles overlap both in practice and in
principle. Furthermore, as happens with auton-
omy, these principles together sometimes come
in conflict with beneficence and obedience to
the law, and are often discussed as “obligations”
of the healthcare professional to the patient.

The principle of veracity relates to “telling
the truth.” Beauchamp and Childress11 offer
arguments for the obligation of veracity. They
suggest that veracity is obligatory because of the
respect that is due to others. They also note that
the necessity to tell the truth comes from the
obligation of fidelity, which relates to keeping
promises. When speech-language pathologists
are in a caregiving relationship with the patient,
they promise to be truthful and not to deceive.
Finally, Beauchamp and Childress note that the
obligation for veracity stems from the necessary
relationship of trust between a healthcare pro-
vider (in this case, the speech pathologist) and
the patient. The patient expects the speech-lan-
guage pathologist to be honest, and the speech-
language pathologist expects the patient, in turn,
to be truthful and open about his or her con-

cerns, attitudes, and information regarding his
or her health. Finally, the patient has an expec-
tation that information about his or her own
health care will remain confidential.

This principle of confidentiality has been
considered of grave importance historically, and
is certainly considered extremely important in
today’s health care environment. This principle
implies that the healthcare professional may not
reveal the confidence entrusted to him or her
in the course of medical attention. Confiden-
tiality is often very difficult to implement in
clinical practice because of the number of peo-
ple who have access to a patient ’s chart. Those
speech-language pathologists who work with
motor speech disorders in medical centers often
have a great deal of information about a patient’s
medical history and health status. The princi-
ple of confidentiality obligates us not to disclose
any information to which we have access. This
also is essential to preserving fidelity.

The principle of fidelity relates to the
speech-language pathologist’s obligation of keep-
ing promises or agreements with a patient. These
promises relate to a number of principles of
medical ethics, including being beneficent, not
doing harm, telling the truth, and maintaining
confidentiality.

CASE EXAMPLES IN MOTOR
SPEECH DISORDERS

The principles of clinical and professional ethics
are important to our clinical decision making
when we work with patients who have motor
speech disorders. The principles often overlap
in practice and are not always separable. In the
case examples that follow, the challenges of eth-
ical practice will be explored in relation to both
professional codes of conduct and basic princi-
ples of medical ethics.

Acute Care Practice

Differential diagnosis of motor speech disorders
frequently occurs in the acute medical setting.
The principles of confidentially and fidelity are
especially applicable in acute care hospital wards.
Because speech-language pathologists have ac-
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cess to the entire medical chart, they may gain
knowledge of a great deal of the patient’s med-
ical and social history. There is usually no di-
rective as to what information is confidential and
what is not. As a result, speech-language pathol-
ogists must adhere to the principle of confiden-
tiality by not disclosing any information that
they may have accessed from the patient’s chart,
or throughout interaction with patients’ fami-
lies at bedside. Furthermore, it is important to
maintain confidentiality about speech-language
assessment findings. The ASHA Code of Ethics
addresses this directly under Principle of Ethics
I (Table 1). Although the principle of confi-
dentiality is generally considered to be of great
importance, and is therefore discussed in many
codes, maintaining confidentiality may be dif-
ficult and requires conscious attention. The fol-
lowing example illustrates this point.

Case 1. While taking the elevator to an-
other floor, a speech-language pathologist and
a physical therapy colleague were discussing a
new referral on the acute ward. This patient was
currently undergoing tests for differential diag-
nosis of the neurologic problem and had been
evaluated by both therapists. Although there
were other people in the elevator, the following
discussion occurred.

SLP: Have you seen the gentleman in M
204?

PT: Yes, he’s really in bad shape.
SLP: He has a mixed dysarthria sugges-

tive of a Parkinson’s plus syndrome. The prog-
nosis is probably not very good.

Although the therapists were not intend-
ing to breach confidentiality and were careful
not to use names, having said the room num-
ber in front of others in the elevator is certainly
problematic. It is possible the patient’s family
could have been in the elevator, and might not
have spoken with the physician. It is more often
the casual rather than deliberate communica-
tion that results in a breach of confidentiality
and therefore a threat to fidelity.

Patient autonomy may also come into play
in the acute care setting. The following exam-
ple illustrates how respect for patient autonomy
often comes into conflict with the principle of

beneficence and our desire to “do good” for the
patient.

Case 2. A 62-year-old male is referred for
evaluation and differential diagnosis of his sig-
nificant dysarthria. He has a history of metastatic
cancer, has had both chemotherapy and radia-
tion, and is hospitalized for another recurrence.
When the speech pathologist entered the room
and introduced himself, the patient said: “I don’t
want an evaluation. I don’t want to have speech
therapy. I’ve sounded like this for awhile, and I
don’t want any help.” Upon observing the pa-
tient, the therapist felt strongly that much could
be gained from some treatment targeting both
intelligibility and comprehensibility (understand-
ability in context) and tried to explain that to
the patient. The patient was not receptive to
any explanation and continued to refuse. The
therapist went to his supervisor and asked how
to handle the situation. A discussion of respect
for autonomy versus beneficence for the patient
ensued. After a lengthy discussion, the therapist
decided to adhere to the principle of autonomy
by not scheduling the patient for daily therapy.
To adhere to the principle of beneficence, how-
ever, he got permission from the patient to meet
with the family. He then discussed a number of
issues related to comprehensibility that they
could implement which would improve the pa-
tient’s overall ability to communicate.

Degenerative Disease

Speech-language pathologists who work with
motor speech disorders frequently assess and
treat patients with dysarthria caused by degen-
erative disease. A number of difficult issues often
arise when working with patients who have no
hope of improving physiologic function, and who
may be facing cognitive decline, impending
death, or both. Individuals with degenerative dis-
ease may come to the speech pathologist shortly
after being given the diagnosis. They may have
a number of questions that have not been an-
swered. These range from “Will my speech get
worse?” to “Will I die from this disease?” The
principle of veracity may come into play in
these situations. The obligation of fidelity in-
cludes a promise to “be truthful.” It is difficult,
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yet important to answer these questions as hon-
estly as is possible, without being vague or mis-
leading. It is possible to be beneficent, however,
by also illustrating how we can help the patient
manage all of the increasing difficulties of com-
municating as he or she lives with the disease.
Consider the following example.

Case 3. A 48-year-old woman had been
experiencing slurred speech and increasing dif-
ficulty with swallowing for about 7 months. Her
primary care physician referred her for a speech
pathology examination. During the history, the
speech pathologist learned the patient had also
noticed more difficulty walking up stairs and
that her upper extremity strength seemed slightly
diminished. She had occasional cramping in
her legs.The speech evaluation indicated a mixed
spastic-flaccid dysarthria. The speech patholo-
gist also noticed significant lingual fasciculations
as well as fasciculations on her arm. The pa-
tient had not yet been referred to a neurologist
and had been told by her physician that she
“might have MS [multiple sclerosis].” The pa-
tient was very concerned that this may be the
case, and asked the speech pathologist if that
was indeed what she had. Although the speech
pathologist was quite sure the woman had amyo-
trophic lateral sclerosis (ALS), he believed it
was important to have a neurologist see her to
make the medical diagnosis. At the same time,
the principle of veracity requires that he “tell
the truth.” The therapist handled this situation
by explaining to the patient that her speech
problem did indicate a neurologic problem, but
not one typically characteristic of MS. He then
encouraged her to talk to her physician about a
referral to a neurologist for more testing. The
patient went on to ask if her speech would get
worse. He explained that because her speech
problem had been progressively getting worse,
it was possible that the progression would con-
tinue. He then took time to explain that there
was a great deal that could be done to help her
communicate, even if her dysarthria worsened.

Veracity is part of living up to our obliga-
tion of fidelity. Another aspect of fidelity is that
of loyalty. All clinicians have worked with indi-

viduals who may try our patience. Lack of com-
pliance, a disagreeable attitude, or even person-
ality conflicts may lead to difficult decisions
regarding being beneficent and maintaining fi-
delity. Situations may also arise in which neces-
sity to preserve fidelity (e.g., by telling the truth
and maintaining confidentiality) sometimes can
come in conflict with one’s duty to obey the
laws of an individual state or country. Consider
the following example.

Case 4. A 68-year-old woman with Parkin-
son’s disease came in for evaluation of her
dysarthria. The speech pathologist noticed sig-
nificant bruising on her arms, and one particu-
larly bad bruise on her left cheek. The therapist
asked if she was experiencing falls. The patient
said, “Yes, I am falling often.” Later in the ex-
amination, the patient began to cry and explained
that her paid caregiver was becoming increas-
ingly impatient because of the patient’s increas-
ing physical limitations, and was hurting her.
She begged the clinician not to tell anyone, be-
cause she relied on this caregiver for all of her
needs. The therapist knew it was her legal re-
sponsibility to report this. However, she believed
that if she did, she would be violating the prin-
ciple of fidelity to the patient, as well as con-
fidentiality. In an effort to respect the indi-
vidual’s autonomy, maintain fidelity, and yet be
beneficent, the therapist arranged to have the
patient return for follow-up the next day. She
then made sure she understood the laws of the
state regarding abuse of the elderly. She also
talked to the medical social worker (without
disclosing the identity of the patient) about pos-
sible solutions to the problem of losing a care-
giver. When the patient came back, she ex-
plained her legal obligation to report the abuse.
She also let her know that other options for
caregivers were available and that with the pa-
tient’s permission, she would arrange for her to
see the social worker. The patient was fearful,
but also somewhat relieved, and agreed to see
the social worker.

Cognitive changes may be associated with
a number of neurologic diseases resulting in
motor speech disorders. In these situations, the
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principle of patient autonomy may be difficult
to apply. For example, patients with Hunting-
ton’s disease, advanced Parkinson’s disease, and
a number of the neurodegenerative diseases have
associated cognitive changes that result in di-
minished autonomy. That is, the dementia or
cognitive impairment compromises the person’s
ability to make personal decisions regarding his
or her health care.13 It may be difficult to de-
termine when the patient reaches the point
where diminished capacity necessarily reduces
or eliminates personal autonomy. The speech
pathologist may be asked to provide an opinion
regarding diminished cognitive capacity. That
can cause conflict for the therapist who wants
to respect autonomy and preserve patient fidelity
and trust, but must also be beneficent in terms
of the patient’s well-being. Although there is
no answer to this conflict, the process of clini-
cal ethics can lead the clinician to principled
decisions.

Augmentative Communication

Individuals with severe motor speech disorders
may benefit from augmentative communication.
Although assistive technology and augmenta-
tive devices may make communication possible
or more efficient, patients sometimes refuse.
This kind of situation brings many principles
of ethics into play as well as issues related to
the patient-healthcare professional relationship,
especially autonomy versus beneficence and fi-
delity. Consider the following example, which
also emphasizes the principle of veracity:

Case 5. A 42-year-old female suffered an
embolic ischemic cerebrovascular accident (CVA)
during surgery. She had therapy in the acute
care setting and for a few months as an outpa-
tient. Six years later, she was still exhibiting an
inability to communicate verbally. A friend of
her father’s then had a stroke and worked with
a speech pathologist in a neighboring town for
his aphasia. He regained a great deal of language
functioning. She decided to seek help from this
same speech pathologist, believing she would

be able to talk again also. The speech patholo-
gist’s evaluation indicated almost normal audi-
tory comprehension, good cognitive skills, very
mild deficits in reading, difficulty writing (be-
cause of her right upper extremity paresis and
spelling deficits), and severe apraxia of speech.
Given the severity of the apraxia and the long
time since onset, the speech pathologist believed
prognosis for functional verbal communication
to be very poor, and recommended a high-
technology augmentative system to help make
communication more efficient. The patient re-
fused because the system “would draw atten-
tion to my disability.”

The therapist was faced with a situation
that put beneficence in conflict with the pa-
tient’s autonomy. She believed it was in the pa-
tient’s best interest to use the augmentative sys-
tem. At the same time, she recognized that the
patient had good cognitive skills, was educated,
self-sufficient in activities of daily living, and
well informed about the options open to her.
Given these facts, the therapist realized that it
was the patient’s right to decide not to invest
time, money, and effort to use a system that
would not be acceptable to her. Another dilemma,
however, presented itself.

Case 5, continued. After much discussion,
the therapist let the patient know that although
she believed the augmentative system would be
in the patient’s best interest, she also accepted
the patient’s decision not to use one. The pa-
tient then wanted to schedule therapy sessions
to improve verbal production.The motor speech
examination had shown that the patient had
difficulty imitating even consonant-vowel syl-
lable shapes, even with tactile cueing and slow
rate. It was unlikely that she would make much
progress both because of the severity of her dis-
ability and time since onset. The patient wanted
desperately to pursue therapy. The therapist
worried that if she told the patient about the
prognosis, the patient would feel abandoned. Yet,
the therapist realized her obligations to the prin-
ciple of veracity and knew she had to be truth-
ful and not give the patient unrealistic expecta-
tions. She began her discussion with the patient
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by assuring her that she would do everything
she could to work with her to help her commu-
nicate, and that the decision to refuse the aug-
mentative system would in no way jeopardize
that. The therapist then carefully explained to
the patient that the services she wished would
in all likelihood not result in functional verbal
communication. She took the time to explain
why and answered all of the patient’s questions.

The example cited above also relates to a
basic rule of ethics from Principle of Ethics I
in the ASHA Code of Ethics (Table 1). The
code of conduct states that speech pathologists
“shall fully inform the persons they serve of the
nature and possible effects of services rendered.”
When “fully informing” the patient involves
telling him or her that therapy may not help
them, the patient can feel as if the therapist has
“given up” on them. In these difficult situa-
tions, the therapist may want to talk with the
patient about fidelity, which involves not only
loyalty to the patient, but includes being benef-
icent and telling the truth.

Motor Speech Disorders in Children

Many of the ethical dilemmas in the manage-
ment of children with motor speech disorders
revolve around the issues of autonomy and benef-
icence. At times, the attitudes or wishes of the
parents may come into conflict with what the
speech pathologist may think is best for the child.

Another issue that may arise relates to jus-
tice in the delivery of service. Consider the fol-
lowing example:

Case 6. An 8-year-old girl was being dis-
charged from the rehabilitation center to home
6 weeks after traumatic brain injury (TBI) as a
result of a motor vehicle accident. She had mild
cognitive deficits, a mild aphasia, and a moder-
ate apraxia of speech. She had made significant
gains during her rehabilitation stay, and prog-
nosis for continued improvement was excellent.
The speech pathologist had made detailed rec-
ommendations to the school speech-language
pathologist for continued speech and language

therapy. Her recommendation included the state-
ment that the child needed daily treatment on
an individual basis to continue her current rate
of progress.The school speech-language pathol-
ogist serves two elementary schools and one ju-
nior high school. She has a caseload of 65 chil-
dren. She sees most children only once or twice
a week, and usually in a group. In this case, the
caseload demands and the current method of
service delivery are in conflict with the optimal
treatment needs of this child. A decision to treat
the child 4 or 5 days a week may curtail treat-
ment to others. A decision not to treat frequently
may have an impact on the rate and overall de-
gree of improvement, especially in motor speech
performance. The principles of beneficence and
theories of justice may help the therapist with
this ethical problem. The principle of benefi-
cence states that the therapist must “do good”
for the child. Yet if one accepts a libertarian ap-
proach to service delivery, the therapist would
have to provide equal access to treatment to all
children on her caseload. Conversely, if she
makes decisions from a utilitarian perspective,
the time she spends with each child would de-
pend on a number of individualized factors, in-
cluding severity, prognosis, and potential final
outcome. The school speech-language pathol-
ogist decided to solve the problem by devising a
home practice program for several children with
minor residual articulation errors, reducing their
sessions to from twice to once a week. This al-
lowed her to see the child with apraxia three
times per week.

CONCLUSION

Our ASHA Code of Ethics, as well as the basic
principles of medical ethics, can help speech-
language pathologists make difficult decisions
regarding management of patients with motor
speech disorders. Practicing “clinical ethics” in-
volves using a structured approach to identify,
analyze, and resolve ethical issues.12 It is im-
portant to remember that solving moral dilem-
mas is a process involving gathering and un-
derstanding all the facts of the case, identifying
which principles of ethics and which rules from
one’s professional code of conduct may play a
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role, and being aware of barriers to ethical de-
cision making.1 Frequently, there are no right
or wrong answers. Just as they gather experi-
ence in clinical management of patients, thera-
pists gather experience and gain skill in resolv-
ing ethical dilemmas. Just as knowledge from
textbooks and the research literature combines
with our clinical experience to make us better
clinicians, knowledge of the principles of med-
ical ethics and one’s professional code of con-
duct combine to make us better at making eth-
ical decisions in clinical practice.
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