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Organizational Ethics in Health Settings

Abstract  The article aims to reinforce the im-
portance of organizational ethics for health orga-
nizations. As a first step, organizational ethics is 
differentiated from other areas of applied ethics, 
which are mobilized by health-related ethical is-
sues. Then, the objects of study and intervention 
that characterize it are presented. Finally, the arti-
cle focuses on some core elements of a particularly 
rich and relevant organizational ethical approach.
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Introduction

When we associate ethics with health organiza-
tions, we often think about issues related to clini-
cal ethics or, more broadly, to all questions, which 
are sometimes difficult and sensitive, regarding 
the beginning and the end of the life process, an 
instance of bioethics. As important as these issues 
are, they are not the only issues that are relevant 
in organizations. Like the others, health orga-
nizations are environments where workers live, 
perform variable roles (professionals, managers, 
administrators, office workers, support, etc.), and 
face challenges when coordinating the actions of 
these individuals. They are also forced to expe-
rience internal tensions caused by decisions that 
are sometimes difficult to make, such as resource 
allocation, service recipients or new situations 
that require creativity, judgment quality and re-
flection. These and other similar issues are the 
subject of study and intervention by an area of 
applied ethics known as “Organizational Ethics”. 
Next, we will demonstrate the importance of Or-
ganizational Ethics for the health environment 
where it is already relatively well integrated with 
the health organizations of some countries.

Some examples illustrate initiatives carried 
out in Quebec and Ontario (provinces of Cana-
da). To understand this interest in health care, it 
is important to identify its main characteristics 
and better situate it, since this is not the only do-
main of applied ethics that can be mobilized by 
health-related ethical issues. Two main elements 
characterize the Organizational Ethics. First, it 
brings to light the organizational dimension of 
the problems and issues on what it is asked to 
express itself, which will be explained in the first 
section of this text. Then, it is recognized by its 
objects of study and intervention, which are hi-
ghlighted in the second section. As with many 
other areas of applied ethics, the objects of study 
and intervention are viewed by organizational 
ethics from a variety of approaches that do not 
always perfectly converge. The third and last sec-
tion deals with some central elements of a rich 
and relevant approach.

Ethics and health care: the organizational 
dimension

The first of these characteristics – foregrou-
nding the organizational dimension – may seem 
obvious when we talk about “organizational” 
ethics. However, it is important to understand 
the extent of this concern and the idea it carries, 

if one is to correctly weight the relevance of their 
interest in the health context.

When it comes to ethics, and more specifi-
cally related to applied ethics, it is usual to pay 
special attention to the relationships between in-
dividuals, or the structures of society – viewed as 
a whole – and their effects on individuals. In the 
first case, one points out about concerns that are 
at a “micro-level” of analysis: ethics is interested 
in the actors’ actions, their impact on them, as 
well as the values, rules and norms that constitute 
these interactions. In the second case, about con-
cerns that are at a “macro-level” of analysis: ethi-
cs is concerned with important social issues, such 
as the legitimacy of certain practices and modes 
of social organization, fair distribution of resour-
ces, rights and freedoms, treatment of vulnerable 
people, fate of animals and all that is worthy of 
moral consideration. However, there is another 
level, which can be described as “medium” or 
“intermediate”: institutions and organizations 
where there are problems that cannot be satisfied 
by answers from the “macro” or “micro” points 
of view.

These distinctions can be envisioned based 
on the ways through which ethics can be interes-
ted in health issues, which are generally addres-
sed by professional ethics and are a good example 
of the “micro” level, particularly concerned with 
the privileged relationship and proximity that is 
established between the care team – doctors, nur-
ses, other health specialists – and the patient. In 
the words of French philosopher Paul Ricoeur1, 
we look at the care pact that unites one and the 
other. At the heart of professional ethics is the is-
sue of the conditions to be respected, so this re-
lationship will not lead to abuse against vulnera-
ble patients. When taking the codified form, this 
ethics is accompanied by peer control mechanis-
ms, specifically aiming at respecting the rules of 
confidentiality and consent to care. But the ul-
timate reason for this ethics is always the close 
relationship between the actors in care providing.

At the other end of the continuum, at the ma-
cro level, we will find the considerations related 
to public health at the heart of the reflection and 
ethical intervention. The ethics will focus parti-
cularly on justice issues regarding the distribu-
tion of health care, the equitable treatment of se-
veral categories of the population, the conditions 
to be respected in biomedical research, etc. This 
is, in general, the level of politics and the major 
social debates on health and access to care.

Between these two levels, towards the center 
of this continuum, with the “micro” and “macro” 
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levels at the extremes, is the “median” level of 
ethical concern, which is specific to institutions 
and organizations. In our healthcare systems, the 
hospital is the most obvious example of this level, 
but not the only one. There are health organiza-
tions in Quebec called “Local Community Servi-
ce Centers” (CLSCs) that offer services focused 
on health prevention, rehabilitation and reinte-
gration. The peculiarity of these places of practi-
ce is that ethical questions arise that cannot find 
satisfactory answers in the reflections carried out 
at the other two levels. In hospital settings, some 
of these issues will be addressed by clinical ethics, 
and others through organizational ethics.

For instance, clinical ethics particularly 
analyses the decision-making problems that may 
arise at the clinic, at the bedside, in daily prac-
tice. The existence of clinical ethics committees 
in certain hospital settings illustrates this median 
level. It is in fact an instituted structure that is 
relevant only because it responds to the needs in-
side an organization (here, the hospital). To leave 
in the hands of physicians who treat patients only 
decision-making issues with ethical implications 
would be the same as leaving entirely to the dis-
cretion of each physician the resolution of the 
raised questions. Can we practice some form of 
contention in relation to this patient? To what ex-
tent do you respect treatment demands by the fa-
mily for patients unable to consent on their own? 
How to address the question related to the sexual 
needs of young patients who need lifelong hos-
pitalization due to severe disabling conditions? It 
can be observed that such issues are of interest to 
the hospital as an organization.

Hospital administrators and managers may 
choose another type of effective coordination 
of care practices with ethical implications rather 
than allowing each of their physicians’ full discre-
tion on these issues. Clinical ethics committees 
respond, among others, to this type of need by 
providing a consulting and training structure, 
participating in the development of guidelines 
and policies to improve control of litigious prac-
tices, i.e., those that originate a variety of views 
from the diversity of concerned parties (doctors, 
nurses, legal advisers, patient representatives, 
ethicists, administrators). Therefore, these com-
mittees are organizational mechanisms designed 
to help resolving clinical ethical issues by which 
the hospital recognizes responsibility as an orga-
nization.

Although it operates at an organizational 
dimension, the hospital always places itself wi-
thin the clinical ethics issues, which is different 

from organizational ethics. At the same “median” 
level”, there are themes that go far beyond cli-
nical ethics, and require ethical, organizational 
attention. The distinction may seem subtle: it is, 
however, significant. In the first case, an orga-
nizational dimension is added to clinical ethics, 
which is considered important (or not) whenever 
it is decided (or not) to create an organizational 
mechanism (the ethics committee) that allows 
taking this dimension into account. In the second 
case, ethical problems arise from the beginning 
as organizational problems. This is the case, for 
instance, of conflicts of interest that may be re-
lated to hospital administrators. These are issues 
of ethical concern only because these conflicts 
involve relationships that may affect the integrity 
of the organization’s established contracts. The 
same is true with issues related to the organi-
zational environment, employees’ psychological 
distress, conditions that facilitate or not the ethi-
cal decision-making by employees, etc. These are 
ethical issues that only make sense because they 
are related to organizational practices.

We then observe a first characteristic of or-
ganizational ethics: situated at a “median” level 
of ethical concern – the level of institutions and 
organizations – which differs from both proximi-
ty ethics (for example, professional ethics) and 
global ethics, those related on issues that affect 
public health or the justice of health systems. 
Closer to clinical ethics, it focuses on its concerns 
about the organizational dimension of the issues 
it is called upon to concentrate on. In fact, it does 
not exist except by the reality of this dimension. 
Such a distinction is even more evident when one 
looks more closely at the second element that 
characterizes organizational ethics within health 
settings: its objects of study and intervention.

Organizational Ethics in health 
environments: objects of study 
and intervention

Some of the topics of interest to organiza-
tional ethics in healthcare settings have already 
been mentioned in brief. When consulting the 
legislation and the literature on the issue, it a 
wide variety of objects of study and intervention 
is found in this field. It has also been observed 
the reference to organizational ethics in this en-
vironment aimed at achieving various goals and 
approaches. We will return to this point in the 
last part of the text, when we indicate the approa-
ch that seems particularly of value to us. For now, 
the objects of study and intervention are speci-
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fied, taking as example the Quebec reference in 
health institutions.

The interest in organizational ethics in the 
health environment began in the 1990s in the 
United States. In fact, a first initiative was laun-
ched by the American Hospital Association in 
1992, aimed more particularly at hospital admi-
nistrators as an education program. But it was 
really in 1995 that organizational ethics came 
to light in health care in this country, when the 
Commission for Accreditation of Healthcare Or-
ganizations decided to add organizational ethics 
requirements to their accreditation standards2. 
This required hospitals to adopt a code of con-
duct that addressed issues related to hospital 
admission, advertising, client billing, hospital 
relations with the staff and other healthcare pro-
viders, such as educational institutions. Other 
national accreditation bodies have followed the 
same path, including Canada, since the start of 
2000. In Quebec, in 2011, legislation included the 
obligation to establish a governance committee 
for all administration boards of health institu-
tions. Therefore, it imposed an organizational 
ethics mechanism on the organizational charts 
of all health care and social services institutions 
in the Canadian province. In addition to some 
tasks related to the recruitment and training of 
Administration Board members, the purpose of 
this committee is to develop governance rules for 
conducting the institution business, as well as an 
applicable code of ethics and deontology.

Predictably, when it comes to this type of 
document, several rules that are understood as 
a legal set of conducts are confirmed. Non-com-
pliance can lead to a sanction. These rules include 
the following principles: impartiality when con-
sidering proposals for the Administration Board; 
transparency regarding the other members of 
this Board about obtained information; confi-
dentiality of information; administrative loyalty 
and loyalty to the organization mission; prohibi-
tion of using the establishment property for their 
own benefit or that of third parties; prohibition 
of accepting or offering any type of gifts or bene-
fits; statement declaring all interests of the mem-
bers and their family members (spouse and chil-
dren) that may conflict with the internal exercise 
of the function. Together with the ethical aspect, 
such codes also emphasize considerations more 
directly associated with ethics, as demonstrated 
in the following excerpt:

Article 7. Ethics refers to the values (integrity, 
impartiality, respect, competence and loyalty) that 
allow ensuring the public interest. As an adminis-

trator, this implies respect for the right to resort, 
among others, to judgment, honesty, responsibility, 
loyalty, impartiality and dialogue in the exercise of 
one’s choices and decision-making. Ethics is there-
fore useful in situations of uncertainty, when there 
is no rule, when it is unclear or when its observa-
tion leads to undesirable consequences3(p.6).

We will return to this difference between 
“ethics” and “deontology” and their implications 
for the approaches proposed in organizational 
ethics. It is worth emphasizing now that the ethi-
cal aspect of these codes refers to values – rather 
than rules or norms – as well as the judgment 
capacities of actors in problematic situations 
that cannot be satisfactorily solved by simply 
following the rules.

This legal obligation, however, only highlights 
one facet of the implementation of organizatio-
nal ethics in Quebec hospitals. It is not limited 
to the administrative board considerations and 
the good governance of these institutions. There 
are several issues that are more broadly related to 
management and for which organizational ethics 
is used in a variable way4. These management is-
sues are often related to the organization’s mana-
gement fundamentals, referring to the “Mission, 
Vision, Values” trio. It defines both the purpose 
of the organization (its purpose and its specifi-
city), a clear picture of the future – of the plans 
– that guide the organization’s decisions, as well 
as shared beliefs and preferences that contribute 
to the motivation of decisions and actions within 
the organization. It is in relation to this trio that 
one must think about the coherence of the deci-
sions and actions of the organization. Organiza-
tional ethics is particularly involved in reiterating 
this need for coherence and stimulating the coor-
dination of actions of the several publics of inte-
rest, so that the organization’s values are updated 
as best as possible, in accordance with its mission.

In terms of management, there are still the 
so-called areas of vulnerability5, that is, organiza-
tional conditions that weaken the organization, 
sometimes even threatening the accomplishment 
of the mission. This is the case, for instance, with 
public money management – in the case of pu-
blic hospitals – if transactions with suppliers 
are not subject to appropriate monitoring and 
control. In this case, it is the integrity of public 
markets that is called into question and, conse-
quently, the possibility of the hospital carrying 
out its mission to the best of its capacity.

An ethical perspective of risk analysis6 – a 
characteristic of organizational ethics – focuses 
on the functions, organizational sectors, situa-
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tions, and several factors most associated with 
such vulnerabilities. From this perspective, one 
of the objectives of organizational ethics is to 
propose diagnoses for ethical risks, measures 
to prevent them, as well as mitigation measu-
res, in case it is not possible to eliminate them. 
In a hospital, organizational ethics, from the 
perspective of ethical risks, also focuses on staff 
management (management-staff relationships, 
and those between staff categories) and service 
delivery management (transactions with of all 
types of customers). Management practices can 
also leave room for vulnerabilities that affect the 
achievement of the organization’s mission and 
the updating of its values. This will be the case, 
for instance, where inequalities in treatment oc-
cur, where there are bad relationships between 
certain staffcategories7, which are detrimental 
to quality services, or where economic conside-
rations outweigh the priority that should be gi-
ven to care (for instance, the readiness to release 
beds for clients who need more expensive care 
and, therefore, more profitable for the hospital). 
According to this same perspective, the interest 
is broadened for objects as varied as the develo-
pment of whistleblowing policies (for instance, 
what rules and procedures should be adopted ai-
ming to facilitate the reporting of irregularities) 
and the measures to be taken to ensure the safety 
of information.

It is evident that organizational ethics can be 
used at different levels of decisions and activities 
in a hospital. Both in governance and manage-
ment issues from an ethical risk perspective, it 
helps develop guidelines and measures (poli-
cies, rules, training, processes) that aim to fulfill 
the organization’s mission while respecting the 
values that ensure the integrity and quality of 
services expected by the institution8.

More broadly, however, the role of ethical 
intervention in organizations aims to develop 
an organizational culture concerned with ethics, 
attentive to the ethical dimension of the several 
situations that can be produced within the hos-
pital institution. This may seem abstract, but it 
is nevertheless the purpose that gives meaning to 
all interventions made in the organization in the 
name of ethics. To lose sight of this goal would 
be to make this a mere additional control instru-
ment, which unfortunately happens all too often. 
We will return to this issue in the next section. 
However, it is worth emphasizing that the best 
practices related to ethics in health institutions 
are those that seek to update this objective. The 
Health Standards Organization (HSO)9, a hospi-

tal accreditation body in Canada, is a good exam-
ple of good practice in terms of organizational 
ethics in the Hamilton Health Sciences – a group 
of hospitals in the Toronto area – that supports a 
culture and environment that encourage discus-
sions on ethics and decision-making at all levels 
of the organization. Systems and processes have 
been developed to facilitate decision-making by 
the staff – not just doctors – regarding ethics. 
The consultation service created at these hospi-
tals seeks to enable the staff to adopt decisions, 
measures and behaviors that are associated with 
professional and organizational values during di-
fficult decisions.

This is added to what has already been said 
about the ethical aspect of the ethics and deon-
tology codes that the health institutions’ admi-
nistrative boards and social services of Quebec 
should adopt. The administrators are called 
upon to exercise their judgment honestly and 
responsibly and to be open to dialogue during 
the exercise of choices and decisions with an ethi-
cal dimension. This means that organizational 
ethics – when well understood – is not limited to 
a rule-making exercise aimed at imposing perso-
nal differences.

Let us now look a little further into the matter 
of rules, by clarifying the perspective that seems 
to be a priority for organizations, including heal-
th organizations.

Self-Regulation and Shared Values 
in Health Environments

Health organizations have the peculiarity of 
dealing with people’s lives, although they can-
not be considered organizations like others; they 
are service providers, they are part of a sector of 
economic activity and incorporate some specific 
characteristics, and therefore, the ethical princi-
ples cited in the first part of this article are re-
quired. Organizational ethics encourages overco-
ming the limits of individuality in favor of the 
collective dimension, in which each worker is 
responsible for their practice, making each one 
of them to participate in the process (working 
autonomously and with the belonging of their 
activity).

The several forms of regulation: law, norm, 
deontology, clinical ethics and ethics, have a 
complementary role and act as instruments for 
the development and understanding of the exis-
ting ethical relationships in this context. Ethi-
cs are always associated with other regulatory 
forms, showing self-regulatory characteristics10, 
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which demands a difficult and constant work 
of self-control, in order to ensure that the con-
sequences of our actions cannot harm others or 
the collectivities. This concept of self-regulation 
is exposed throughout this text. For the moment, 
it is emphasized that the desirable ethical deve-
lopment to generate an organizational transfor-
mation depends on the joint action of normative 
and ethical applications, so that the plurality and 
the existence of a reflective environment open 
to contemporary organizational changes can be 
disclosed.

The challenges that exist in the health en-
vironment demand a permanent look at daily 
practices and, therefore, the regulations depend 
on the understanding and recognition that daily 
life occurs through the interactions, construc-
tions and deconstructions of social associations. 
Therefore, the coexistence, complementarity and 
the need for such regulatory practices are empha-
sized, enabling these practices to be permanently, 
dynamically and continuously updated.

In Brazil, health practices are conducted with 
well-defined normative bases. As an example, we 
mention the deontological codes of professio-
nals who are part of the institutional framework 
and the standardization of good hospital prac-
tices, which seek excellence from certifications 
that define the existing relationships between 
organization, customers, suppliers and society. 
Such normative pictures establish that everyone 
should act in accordance with the internal nor-
ms and policies of the organization, detaining 
the function of the general set up of behaviors 
and aiming at guaranteeing the collective order 
of predictable characteristics.

George Legault11 differentiates the rule that 
manifests a “duty” or an “obligation” from an 
axiological one, which expresses the sharing of 
values, of which the first is a prescriptive one. The 
association of established approaches based on 
rules and values is reinforced by the Organisation 
for Economic Co-operation and Development – 
OECD12 as fundamental. The first emphasizes the 
importance of external controls on the behavior 
of professionals; the one based on values is su-
pported by the supervision of “internal” control, 
as it is exercised by the professional over them-
selves. It aims to stimulate the understanding of 
values and their applications in daily life, as well 
as improve the skills in the field of deontological-
decision-making12.

The heteronomous, heteroregulatory beha-
vior, that is, the one that is determined by the 
norm or by a law, aims at the application of prin-

ciples and standards imposed on social groups 
to promote the relationships in the organization. 
According to Campeau and Jutras13:

The updating of ethics, in its heteroregulatory 
conception, falls under the fulfillment of principles or 
norms. The behavior adopted by the individual, the 
action they choose, is a response to a directive from 
an external authority. This authority guides the in-
dividual’s conduct by imposing certain limits13.

Organizational autonomy is based on the 
reflexive conception of ethics, in which the free-
dom of judgment of the actors and the dialogue 
between them regarding issues related to the 
meaning and purpose of the practices, are val-
ued. New organizational and management forms 
point to more flexible work processes in which 
each participant must have autonomy and re-
sponsibility for their choices and decisions. For 
that, it is envisioned that administrative challeng-
es may carry with them the theoretical and meth-
odological need, as well as ethics and politics, as 
integral parts of the coping with contemporary 
manifestations and demands. Having autonomy 
means that the workers are able to determine for 
themselves what they prefer to do in a specific 
situation, present in their activity, and generate 
their own priorities, as long as they do not violate 
the present rules and interests14.

Each type of management has its own char-
acteristics, but those with a stronger base direct-
ed to norms and rules, and others to values, do 
stand out. What is relevant in these models corre-
sponds precisely to the guidelines and assertions 
that are given to ethics. Since all types of man-
agement are part of a process of permanent com-
plexity, the distinction of such characteristics is 
unclear, except in their didactic form.

In an attempt to elucidate the distinction 
between norms and values, Harbemas15 points 
out four characteristics that differentiate them, 
namely: a) the possibility of the action having a 
mandatory or teleological character, being that of 
a mandatory character based on the norms in-
cluded in the deontological sense that “make its 
recipients, without exception and in equal mea-
sure, have a behavior that fulfills generalized ex-
pectations”; b) to the values, which are guided by 
a teleological sense, that is, they should be under-
stood “as intersubjectively shared preferences”. 
The values “express preferences deemed worthy 
of being desired in certain collectivities and can 
be acquired or accomplished through an action 
directed towards an end”15.

In order to maintain qualified and inclusive 
organizational practices, one counts on the pres-
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ence of the moral commitment from all involved 
in the work process, of transparency mechanisms 
and the presence of individual and social respon-
sibility. For this purpose, there is an incentive to 
share values and treatment equity, as part of the 
purpose of encouraging the act of “living togeth-
er” in the workplace and encouraging corrective 
actions to give way to preventive ones, as well as 
the emergence of new ways of interaction, based 
on the reflection and unmasking of unaccept-
able behaviors and customs, thus enabling the 
change of each individual, leading them to in-
creased respect for themselves and the collective 
to which they belong7. Such measures, based on 
shared values, are related to what is recognized 
by empowering control16, and this refers, for in-
stance, to making professionals recognize the 
significance of their work and their professions. 
Empowering control is also about stimulating 
socialization between professional groups in 
order to fight personal weaknesses. In a health 
care organization, unlike others, there is an in-
tense need for commitment to ethical values, as 
they are organizations that take care of lives and, 
therefore, it is essential to have a permanent up-
dating of shared values and the reflective exercise.

All organizations, including the healthcare 
ones, present a micro view of the company from 
its mission, vision and values that determine the 
intended purposes, which are often defined by 
market demands. The mission defines the orga-
nization’s action focus, the vision works as a large 
long-term goal and the values are defined by how 
the company should behave in the market and 
in society. The presence of this triad, especially 
of the values in hospital centers, can promote 
openness towards a self-regulatory management 
and should never be used as a control instru-
ment. Rather than highlighting the oppositions 
between the empowering ethical development of 
professionals and the adherence of members to 
the mission and organizational principles, one 
should reinforce the complementarity between 
the two, emphasizing the necessity of an interac-
tive approach. This interactive approach is fun-
damentally based on learning the possibility of 
viewpoint plurality17.

The described behaviors, self-regulating and 
heteroregulatory, can be translated by the pres-
ence of two models: that of shared values and the 
compliance-based one. The first are generated by 
the reflexive conception of ethics promoted by 
the appreciation of dialogue on questions related 
to the purposes and the meaning of the practices; 

in the second, based on compliance, the ethical 
conception is, above all, behavioral, in this case 
taking the form of statements of principles and 
rules of conduct, which are aimed at reinforc-
ing what must be done and, consequently, what 
should be avoided. This model, represented by an 
authoritarian set of rules and welcomed by the 
command-control regulation is present in the 
top-down institutional design, where corporate 
initiatives start from the managers and the pro-
cesses have a hierarchical structure.

Self-regulation is embodied in the mor-
al subject’s ability to act on the values about 
which they deliberate, favoring, above all, the di-
alogue. It shows a subjective responsibility that 
gets updated within the reflection and delibera-
tion focused on a decision or an action that has 
been taken. In the health environment, there is 
a need for a space to get the professionals clos-
er together and improve the collective where 
they are located, considering their inevitability 
in dealing with emergencies, and their daily co-
existence with technoscience, which requires a 
high level of knowledge and experience. From 
another point of view, the discomfort generat-
ed by decision-making can be mitigated by the 
protection given by the norm. Therefore, ignor-
ing the complex interactions that exist between 
the dimensions of actions would be failing to 
understand the complementarity between these 
two approaches. In the presence of shared values, 
workers are empowered to act and to commit to 
organizational values, as they are embedded in a 
rich process of pressure and decision-making.

In daily work, the autonomy determined by 
the self-regulation of ethics, allows the workers 
to become responsible for their activities and to 
be able to mobilize certain knowledge included 
in their daily practice, as well as the development 
of concern for others. This autonomy occurs as 
the emergence of competences occurs. Ethically 
competent workers can recognize the need to re-
flect on what happens in their activity and to take 
on a critical behavior about normativity, more 
specifically about values.

Currently, there is a greater demand for more 
flexible, team-based organizations, where each 
worker is responsible for the process of building 
and transformation. The dialogue is reinforced 
to the detriment of the command-control bino-
mial, and sociotechnical interactions take place 
supported by relations between the environment 
and the worker, assuming characteristics of a 
complex worker-centered behavior.
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Conclusion

The standards of excellence and effectiveness 
required by health organizations establish the 
need and importance of the presence of dialogi-
cal and reflective spaces, included in professional 
practice, allowing the opportunity for engage-
ment, vocation and internalization of practic-
es. In the first section, we looked at the case of 
Hamilton Health Sciences – a group of hospitals 
in the Toronto area – which is mentioned as an 
example of good practice and that specifically 
support the creation of a culture and environ-
ment that encourages discussion of ethics and 
decision-making at all levels of the organization. 
An ethical management shares, in addition to the 
commitment to the Law, the ethical attitude and 

the moral and political responsibility present in 
the work process, the capacity of each individu-
al to overcome the know-how. In this condition, 
it should be considered that the workers know 
how to act in unusual situations. Every creative 
and creation process is triggered by reflecting on 
one’s own practice. Therefore, it can be said that 
the collective included in the clinical approach-
es represent the strength and the differences, 
the challenges. Integrating organizational ethics 
into healthcare organizations is a way of improv-
ing these organizations, enabling them to more 
effectively achieve the social goals they aim for, 
with a more responsible and conscious view of 
the ethical dimension that pervades their prac-
tices and their team goals.
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