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ABSTRACT

Received:

When providing intensive care to extremely/very premature and/or diseased
neonates, crucial moral dilemmas arise. The literature records a variety of approaches
towards how bioethical decisions are made when it comes to choosing between the
continuation of the intensive care provided or its withholding and withdrawal, in
cases where it is not considered beneficial for the hospitalized neonate. The purpose
of this mini review is to investigate whether the professional status of individuals/
healthcare professionals who make bioethical decisions on the provision of intensive
care to neonates influences such a decision. As it turns out, there is a difference between
neonatologists, midwives, and nurses in terms of how each occupational team perceives
its responsibilities and role in such procedures in the clinical field.
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Introduction
The bioethical dilemmas that arise concerning the provision of
intensive care to premature or diseased neonates are among the
ten most important ethical challenges in the field of health [1].
The role and attitude of healthcare professionals who make or
participate in such critical ethical decisions, such as neonatologists,
midwives, and nurses, is of particular interest. These healthcare
professionals work in “sensitive” health facilities -delivery room,
surgery department, Neonatal Intensive Care Unit (NICU)- and
providing care to diseased and extremely/very premature neonates
is part of their daily clinical practice. Research, however, has
shown that the perception, evaluation, and treatment of bioethical
issues vary between healthcare professionals, depending on the
specific professional responsibilities and characteristics of each
occupational team, as well as its role in dealing with such situations
[2,3].

Physicians (neonatologists), in particular, play a critical
role in a, considerably, sensitive time period and, as has been
documented, are mainly concerned about the making of the
decision [2]. The responsibilities of doctors during this period
extend from discussions with parents to the creation of a timetable
for withholding or withdrawing treatment. Research indicates that
most physicians tend to apply the principle of benefit to critical
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ethical decision-making regarding the provision of care to diseased
and premature neonates [4].
For many European neonatologists, for example, the provision

of intensive care and treatment is not considered an end, and the
survival of the neonate is not the sole and exclusive goal of the
care provided [5]. On the contrary, the issue of the quality of life
of the neonate seems to be of particular concern to them [6,7], as
they emphasize and focus on the incertitude of the provided care
and treatment, and on the outcome [8]. Thus, based on empirical
data, European neonatologists express their concern about the
continuation of intensive care and recognize the need for its
withdrawal in some cases [2,9,10].

On the other hand, physicians tend to favor the practice of
withholding treatment rather than withdrawing it [11]. This
tendency is justified, in part, due to psychological factors, since,
in the case of withdrawal, the doctor is considered responsible
for the death of the patient; this does not hold in the case of
withholding treatment, since death occurs more naturally [12].
However, as Streiner, et al. [13] observe, physicians tend to be
more optimistic about the chances of survival and the long-term
development of severe disabilities in the neonate than other
healthcare professionals, such as nurses. Thus, physicians tend
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to recommend interventions that support life more than other
healthcare professionals [14].
For other groups of healthcare professionals involved in the
care of extremely/very premature and diseased neonates, such
as midwives and nurses, the main concern is the fulfillment of
their responsibilities [2]. These occupational groups tend to apply
the principle of parental autonomy, which is why, when critical
decisions need to be made, they give priority to fully informing
the parents, considering their point of view quite important [4].
They often underline the suffering of the neonate, especially when
there is little hope of recovery [2,8] and express their concern for
the continuation of treatment in cases where the costs outweigh
the benefits for the neonate [2,15-17]. At the same time, the longterm consequences for the quality of life of the neonate and the
consequences that follow for the family are serious ethical issues
for midwives [18].

Traditionally, midwives and nurses have the responsibility of
providing comprehensive care to a diseased or premature neonate,
including providing comfort and relief from pain. They play a key
role in informing parents, encouraging and supporting them, as
well as clarifying the information provided [19]. They consult with
neonatologists and other healthcare professionals, while midwives,
in particular, take part in informing the couples prenatally, when
there is a risk of premature birth [20-22]. Their direct and longterm contact, communication and engagement with neonates
and parents favors the establishment of trust, helps to reduce the
distance between parents and healthcare professionals and, often,
leads to an optimal understanding of the intentions of both parties
and the minimization of misunderstandings. Their involvement
in end-of-life clinical decisions is considered vital; they have been
described as “advocates” of the neonate and the family [19], as they
take part in the care and overall process until death comes, while
guiding and supporting parents, mentally and morally, in those
difficult times [12].
These healthcare professionals are not the experts who
will make the final decision on the course of care and treatment
provided; but because of their education, experience, and
prolonged and continuous presence next to the neonate, they are
able to understand the effects of the various decisions, understand
the pain and suffering of the neonate and inform and interact with
the parents. Thus, they contribute to the formation of a necessary
context [23], which favors decision-making on the part of parents
[19], as well as their active participation even in end-of-life decisionmaking processes [24,25].
Ethical dilemmas associated with the care of premature
and diseased neonates are part of the everyday clinical practice
in NICUs. These dilemmas arise at the international level, but,
at the same time, are shaped by specific strategies, conditions
and practices applied in treatment and neonatal intensive care,
and which differ both between countries and between NICUs

Copyright@ Maria Dagla | Biomed J Sci & Tech Res | BJSTR. MS.ID.005471.

DOI: 10.26717/BJSTR.2021.33.005471

in each country [5,8,26,27]. At the same time, the professional
characteristics of healthcare professionals further contribute to the
existence of diversification in the treatment of critical cases in the
NICU. According to the international literature, such diversification,
which contributes to the formation of different professional and
ethical standards on the part of experts, is exacerbated by the
observed lack of a relevant legal and institutional framework [7]. In
addition, cultural parameters related to the organization, structure
and operation of the national health system of each country during
the perinatal period seem to have a significant impact on shaping
the attitude of healthcare professionals towards bioethical issues
related to neonatal care [27].
Based on the above, it can be concluded that the process of
critical bioethical decision-making, immediately after birth and
during the hospitalization of the neonate in the NICU, is particularly
crucial and depends on various medical, cultural, ethical, and
institutional factors. The professional status of the healthcare
professional taking part in such bioethical decisions seems to
influence the final decision that will be made for the extremely
premature and/or diseased neonate.
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