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Abstract

Background
Health care professionals (HCPs) are regularly exposed to moral problems arising in patient care that may compromise quality of care. An understanding of
risk factors and early indicators may help practitioners to address these problems early on. This study aims to provide an overview of moral risk factors in
patient care. Risk factors known from the literature and those that have led to moral problems discussed in clinical ethics consultations (CECs) are examined.
Characteristics, ethical issues and outcomes of CEC are also presented.

Methods
Scoping review on moral risk factors in patient care; CEC case series with semi-structured analysis of documentation (consultation reports, feedback forms,
electronic patient records) from 204 CECs held between 2012 and 2020 at a somatic (USB) and a psychiatric (UPK) university hospital in Basel, Switzerland.

Results
Ninety-nine moral risk factors were identi�ed from the literature referring to four risk areas: patient (41), family (12), health care professional (29) and system
(17). Eighty-seven of these were documented at least once in CEC. The most prevalent factors were patient vulnerability (100%), absent or unclear hospital
policies (97.1%), shift work (83.3%), inadequate understanding between patient and HCPs (73.5%), inadequate communication (66.2%), disagreement between
patient and HCPs about care (58.8%), and multiple care teams (53.4%). The prevalence differs signi�cantly depending on the medical specialty. CECs are
requested as often in psychiatry as in somatic medicine. In the USB, ethical questions about life-sustaining treatment (27.8%), maternal-foetal con�icts
(18.8%) and assisted reproductive technology (10.5%) are the most prevalent; in the UPK, questions about coercive measures (41.8%), risk and opportunity
assessment (14.9%) and child welfare endangerment (13.4%) predominate. Overall, a consensus was almost always reached among the participants (98.5%)
and the results implemented (93.9%). CECs were rated as helpful (95.0%) or partly helpful (5.0%).

Conclusions
CEC is useful in both somatic medicine and psychiatry to �nd consensual and helpful solutions to moral con�icts. There are highly prevalent and potent moral
risk factors in all dimensions relevant in clinical care that can be used to prevent moral problems. Further empirical research is needed to create different risk
pro�les speci�c to the medical specialities.

Introduction
Clinical ethics consultation (CEC) is a well-established form of clinical ethics support (CES). In the US, 86% of all hospitals have a clinical ethics support
service (CESS); 74% actively provide CEC (1). CEC is also increasingly implemented in hospitals in European countries such as Germany, the UK and
Switzerland (2–4). To increase prevalence and quality of CEC, recommendations by medical associations (5, 6), professional standards (7–9), training guides
and courses (10–12), certi�cation and accreditation programmes (13–16) and tools to evaluate CEC (17–19) have been developed. There is also now some
evidence for positive outcomes of CEC regarding family and healthcare professional (HCP) satisfaction, assistance with ethical decision-making, perceived
impact on clinical care, moral competency and quality of communication (20–22).

Not as well established or studied are forms of preventive clinical ethics support (PCES). Unlike classic CEC, which is initiated in response to a request from
stakeholders, PCES engages proactively with the aim of preventing the occurrence, continuation, or intensi�cation of moral uncertainty, con�icts or dilemma
(in short: moral problems) in patient care. Since the �rst conception of “preventive ethics” in the 1990s (23, 24), different approaches with various proactive
interventions have been proposed, including a CES needs assessment survey (25), ethics screening (26, 27), ethics rounds (28), regular ethical case
discussions (29), proactive ethics consultation (30, 31), decision aids (32) and process assessment (33). PCES assumes that moral problems in clinical care
often develop gradually over time and intensify if there is no early ethical intervention. A process model distinguishing different phases of moral problems and
primary, secondary and tertiary prevention has been proposed (34).

To be effective, prevention needs to be targeted at speci�c risk factors or early indicators. Moral risk factors can be de�ned as features of a situation that
increase the chance of moral problems arising; early indicators show early on that a moral problem is arising. Although there are individual studies on moral
risk factors in patient care, there currently is no systematic overview of highly prevalent or potent risk factors in general or related to different medical
specialities. This study aims to provide such an overview based on the current state of research.

So far, CECs have rarely been used to examine moral risk factors. Some moral con�icts in patient care, presumably those that are particularly complex or
burdensome, are addressed in CEC. Each situation dealt with in CEC has a risk pro�le that triggered one or more moral problems in that individual case. CECs
are therefore suitable situations through which to study risk factors for full-blown moral problems in clinical practice. This study uses a case series to screen
CECs for moral risk factors. Case series have been widely used to assess ethical issues, users, case characteristics and outcomes of CEC (35–44). As case
series cannot use a control group, the relative risk for moral con�ict cannot be statistically calculated. However, risk factors with a high prevalence, factors
with a presumably lower prevalence in the overall population or factors previously identi�ed in the literature may provide clues to their own relevance (45).
This study aims to contribute to the development of speci�c, prevalent and potent moral risk factors that can be used to prevent moral con�icts in patient
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care. At the same time, the study sheds light on the demographic, clinical and formal characteristics; ethical issues; and outcomes of CEC provided by our
service.

Methods
Research setting

The Clinical Ethics Unit Basel in Switzerland is responsible for providing CES at the University Hospital Basel (USB), a tertiary somatic hospital with 800 beds
(without paediatric and psychiatric wards), and the University Psychiatric Clinics Basel (UPK), a psychiatric hospital with 300 beds, both with in- and outpatient
settings. The Basel approach is oriented towards “ethics facilitation”, conceptualising CEC as a facilitated discussion to support HCPs, patients or relatives
with moral problems in patient care (8, 40). All stakeholders can request ethics support. CEC is usually attended by two trained ethics consultants (who
moderate and take notes), attending physicians and nurses; occasionally, patients, relatives, legal guardians, therapists and social workers also take part. The
focus of the discussion is on identifying, analysing and jointly evaluating moral problems and options with the aim of developing an ethically justi�ed and
consensual procedure. While the ethics consultants are responsible for the process and the quality of ethical justi�cation, the responsibility for decision-
making and acting remains with the clinicians and patients, respectively (46). Each CEC is documented by the ethics consultants in a report, which is �led in
the electronic patient record, and a standardised feedback form is obtained from the requesting person. In addition to CEC, further ethics support is provided;
this may include ethics rounds, team-internal ethical case discussions, ethics training or ethics policy development (47).

Research design

This study aims to provide an overview of moral risk factors in patient care. In addition, a comparison is made between somatic and psychiatric CECs
regarding their characteristics, ethical issues and outcomes. For these purposes, a two-step procedure is used: First, a scoping review examines the evidence in
the literature on moral risk factors, including a previous expert interview study by the authors (34) . This is followed by a CEC case series in which CEC
documentation is analysed by operationalising the identi�ed risk factors and using codes prede�ned by our CES quality assessment.

Scoping review

The review follows the PRISMA extension for scoping reviews (48). A review protocol was prepared in advance. All types of publications between 1970 and
2021 in English, German and French were considered as sources of evidence. The databases PubMed, Scopus, Web of Science, Google Scholar and BELIT
were searched on 27/08/2021. A keyword search algorithm was used that combines the terms “risk factor”, “ethical issue” and “patient care”.[1] For further
evaluation, publications were selected that, according to the abstract and subsequently the main text, examine moral risk factors in patient care. Further
literature was obtained by the snowball method of reviewing the literature referenced in the included articles.

A data-charting form was developed, discussed and continuously updated using IBM SPSS Statistics 27. The moral risk factors found were compared, pooled,
systematised and ranked. The ranking was made by analysing the frequency with which the risk factors were identi�ed in the studies using Microsoft Excel
356 (only studies with statistical analysis were considered).

Case series

The retrospective, consecutive case series includes all case-related CECs performed and documented at the USB and UPK between August 2012 and April
2020 (n = 204); it follows the criteria of the JBI critical appraisal checklist for case series (49). Cases not su�ciently documented (according to the
standardised in-house template for CEC reports) (n = 12), as well as CECs without reference to an individual case (n = 9), were excluded. Other forms of ethics
support were not considered.

Standardised CEC reports, feedback forms and electronic patient records were analysed by structured content analysis (50). The highly structured CEC reports
contains information on, amongst other things, the request, participants, duration, medical and social situation, patient preferences and quality of life,
decisional capacity, advance directive and substitute decision-maker, guidelines and laws, main and secondary ethical issues, options, ethical analysis,
conclusion, and consensus achieved in the CECs. The analysis draws on a CEC database in which the authors have recorded this information from the reports,
using IBM SPSS Statistics. All reports (n = 204) were analysed and coded again to ensure coding reliability. The database categories had been previously
checked, revised and extended by the authors. In particular, the risk factors identi�ed in the literature review were operationalised and added to the code set. All
items of the feedback forms, including questions on further clinical course, usefulness of CEC and documentation, response time and comments, were also
included in the analysis (n = 143, response rate 70.1%). All electronic patient records available for the CEC cases (n = 177) were coded according to previously
de�ned codes, including nationality, survival rate, surrogacy and other codes related to the identi�ed risk factors. No patient �les were available for some
cases (n = 27) due to the anonymisation of reports and patients from external institutions. All data were anonymised and encrypted before analysis. Data was
analysed by descriptive statistics using IBM SPSS Statistics 28.

Footnote:

[1] Search string for PubMed: ((risk factor[MeSH Terms]) AND (ethical issue[MeSH Terms]) AND (patient care[MeSH Terms]))

Results

Results from the scoping review on moral risk factors
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A total of 664 records were found in the search, 541 without duplicates. Thirty-three records were excluded due to missing information. 503 records were
excluded for lack of relevance, and �ve records were assessed as eligible. Through the snowball method, a further four eligible publications were found;
accordingly, nine studies were included in the synthesis (see Fig. 1).

The results of the studies included are shown in Table 1. All but one of the studies come from the US; �ve focus on intensive care. Methodologically, the
studies are very heterogeneous, ranging from expert panels, case studies, surveys and interview studies to validation studies for screening tools. Most of the
studies carry out validation using descriptive statistics. Only Robinson et al. (2017) use a retrospective control group and analyse the data using inferential
statistics. Pavlish et al. validate their results in later studies by evaluating the implementation of an Ethics Early Action Protocol (26, 51, 52). 

Table 1
Results of individual sources of evidence on moral risk factors

Authors Year Origin Medical

specialty

Sample Sample
size

Methods Statistical
analysis

Number
of risk
factors

Risk areas cited

Anderson-
Shaw et al.
(53)

2007 USA Emergency
care

Patients 50 Analysis
of
electronic
patient
records for
patients
with CEC
in / not in
emergency
care

Yes
(descriptive
statistics)

5 None

Epstein (54) 2012 USA Intensive
care

Patients 1 Case
study;
literature
search

No 21 Patient/relatives/surrogates-
level risk factors, Unit-level risk
factors, System-level risk
factors

Heyl (55) 2008 USA Mixed Clinical
ethics
committee
members

not

available

Risk
factors
de�ned by
clinical
ethics
committee

No 3 None

Morgenstern
(56)

2005 USA Intensive
care

Clinical
ethics
committee
members

45 Risk
factors
de�ned by
clinical
ethics
committee

No 12 None

Pavlish et
al. (57)

2011 USA Intensive
care

Nurses 70 Survey
(critical
incident
technique)

Yes
(descriptive
statistics)

36 Individual risk factors, Family
risk factors, Health care
professional risk factors,
System/organisational/society
risk factors, Multilevel risk
factors

Pavlish et
al. (52)

2015a USA Intensive
care

Patients 55 Screening
instrument

Yes
(descriptive
statistics)

21 Individual risk factors, Family
risk factors, Health care team
risk factors, Health care
system risk factors, Multilevel
risk factors

Pavlish et
al. (58)

2015c USA Mixed Physicians 114 Survey Yes
(descriptive
statistics)

25 Interactional circumstances,
Personal circumstances,
System circumstances

Robinson et
al. (41)

2017 USA Intensive
care

Patients 310 Analysis
of
electronic
patient
records
and CEC
records

Yes
(inferential
statistics)

5 None

Schürmann
et al. (34)

2021 Switzerland Mixed Health care
professionals

20 Expert
interview
and survey

Yes
(descriptive
statistics)

60 Patient risk factors, Family risk
factors, Health care
professional risk factors,
Systemic risk factors

CEC: clinical ethics consultation.

Ninety-nine moral risk factors were identi�ed, which can be assigned to four risk areas: patient (41), family (12), health care professional (29) and system (17).
The grouped and ranked risk factors are shown in Table 2. The top 20 ranked risk factors are (ordered by rank, without subcategories): patient vulnerability,
end-of-life situation, inadequate communication, incoherent treatment plan, different values and world views, inadequate resources, inadequate moral attitude
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of HCPs, inadequate understanding of disease on the part of relatives, unnecessary suffering of the patient, lack of crucial information or evidence,
disagreement among HCPs about care, overworked HCPs, disagreement between relatives and HCPs about care, disagreement among relatives about care,
fear and risk behaviour (defensive medicine), unclear treatment plan among relatives, unclear or missing preferences or advance directive of the patient,
challenging clinical situations, inadequate institutional framework and poor ethical climate in the team. 
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Table 2
Overview on moral risk factors in patient care

Risk factors*

A. Risk area: patient C. Risk area: health care professional

Vulnerability (1) 2,5,6,9 Incoherent treatment plan (4) 2,3,5,6,7,9

- lack of decisional capacity (6)1,2,5,7,8,9 - foreign language (43) 2,5,8,9 Inadequate moral attitude (8) 5,9

- very young or old age (9) 2,4,5,7,8,9 - developmentally delayed (43) 5 - hubris (69) 9 - lack of moral commitment (69) 9

- alone (24) 2,5,6,7 - underinsured (66) 8 - maturity lacking (69) 9 - prejudice against patients (69) 9

- mental illness (31) 5,7,9 - low socio-econ. status (68) 8,9 - lack of moral sensitivity (HCP) (69) 9  

- state of neglect (31) 5,7,9 - migration background (69) 9 Disagreement about care among HCP (14) 2,5,6,9

- drug dependence (39) 7,9 - non-male (69) 9 Overworked HCP (14) 7,9

- lack of education (39) 7,9 - non-white (63) 8 Fear and risk behaviour (defensive medicine) (18) 5,9

- multimorbidity (40) 1,4,7,8   Poor ethical climate in the team (21) 9

End-of-life situation (2) 2,4,5,6,8,9 - lack of discussion culture (69) 9 - climate of fear (69) 9

Unnecessary suffering (11) 5,6 - lack of moral sensitivity (Team) (69)9 - no common attitude (69) 9

Unclear or missing preferences or advance directive (19) 1,8,9 Strong team hierarchy (24) 9

Challenging clinical situations (21) 9 Treatment standards not considered adequately (29) 5,6

- medical limits of treatment (11) 5,6,9 - involuntary treatment (69) 9 Avoidance of end-of-life or di�cult discussions (33) 2,5,6

- maternal-foetal con�ict (69) 9 - isolated patient (69) 9 Role ambiguity (34) 9

Inadequate understanding between patient and HCP (24) 9 Inadequate skills or knowledge (45) 9

Prolonged intensive therapy (34) 4,9 Insu�cient understanding among HCP (45) 9

Overburdened patient (34) 9 Emotionally involved (52) 7

Self-harm and harm to others (34) 9 Overly aggressive (52) 7

Disagreement about care between patient and HCP (45) 2,3,9 Disagreement about evidence among HCP (55) 6

Inadequate understanding of disease (patient) (45) 2,9 Inadequate understanding of disease (HCP) (64) 5

Imminently dying (45) 6 Uncertainty about decisional capacity (66) 6

Acute renal failure (69) 4 Frequent HCP turnover (69) 2

Unclear or missing CPR code (69) 8 Late or absent family meetings (69) 2

Intractable pain (69) 4 Ineffective handover (69) 2

Multiple decubitus (69) 4  

Multiple re-admissions (69) 4 D. Risk area: system

Profound neurological de�cit (69) 4 Inadequate communication (3) 5,6,7,9

Profound paralysis (69) 4 Different values or world views (5) 2,5,7,9

Prolonged arti�cial respiration (69) 4 Inadequate resources (7) 2,5,7,9

Recurrent aspiration pneumonia (69) 4 Lack of crucial information or evidence (11) 5,9

Repeated life-sustaining treatments (69) 8 Inadequate institutional framework (21) 9

* Ordered by rank (in brackets) within the groups.

1 Anderson-Shaw et al. (2007); 2 Epstein (2012); 3 Heyl (2008); 4 Morgenstern (2005); 5 Pavlish et al. (2011); 6 Pavlish et al. (2015a); 7 Pavlish et al. (2015c);
8 Robinson et al. (2017); 9 Schürmann et al. (2021).
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Risk factors*

  - lack of management support (52) 7,9 - ongoing reorganisation (69) 9

B. Risk area: family - routines impeding care (69) 2,9 - shift work (69) 9

Inadequate understanding of disease (relatives) (9) 2,5,6,9 Wrong incentives (24) 9

Disagreement about care between relatives & HCP (16) 2,3,5,6,9 System promotes non-bene�cial care (29) 5

Disagreement about care among relatives (17) 5,6,9 Public pressure (34) 9

Unclear treatment plan among relatives (18) 5,6 Inadequate legislation or standards (45) 9

Substitute function not ful�lled appropriately (24) 5,9 Social developments or medical progress (45) 9

Infrequent or missing visits by relatives (42) 2,5,6 Absent or unclear hospital policies (55) 2,6

Lack of education among relatives (58) 7 Strong institutional hierarchy (57) 5

Low trust in HCP (58) 7 Multiple care teams (58) 5

Negative experiences (58) 7  

Multiple family members (58) 7  

Poor decision-making skills (58) 7  

Substitute missing or not accessible (69) 1  

* Ordered by rank (in brackets) within the groups.

1 Anderson-Shaw et al. (2007); 2 Epstein (2012); 3 Heyl (2008); 4 Morgenstern (2005); 5 Pavlish et al. (2011); 6 Pavlish et al. (2015a); 7 Pavlish et al. (2015c);
8 Robinson et al. (2017); 9 Schürmann et al. (2021).

HCP: health care professionals.

Results from the CEC case series
Formal characteristics of CECs are shown in Table 3. CECs were mostly prospective (82.4%) covering a wide range of clinical �elds. The requests came most
frequently from the women’s health clinic (21.6%), adult psychiatry (20.6%) and internal medicine (15.2%). In almost two thirds of all cases, the request for
CEC was made by physicians and in almost a quarter by the nursing staff, nearly exclusively by head nurses or nursing experts. In the UPK, one �fth of the
requests came from therapists, that is psychologists or social workers. Patients and relatives rarely requested a CEC (2.9%) or attended a CEC in person
(9.8%). On average, a CEC had 10 [4.3] participants and lasted 69 [20–135] minutes. In the USB, almost half of the requests were urgent or very urgent,
meaning consultation was requested within 48 or 24 hours, respectively. 
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Table 3
Formal characteristics of CEC

    Hospital Total

    USB UPK External  

    n = 133 (%) n = 67 (%) n = 4 (%) n = 204 (%)

Form of CEC Prospective CEC 116 (87.2) 48 (71.6) 4 (100.0) 168 (82.4)

Retrospective CEC 17 (12.8) 19 (28.4) 0 (0.0) 36 (17.6)

Requesting

department

Women's Health Clinic 44 (33.1) 0 (0.0) 0 (0.0) 44 (21.6)

Adult Psychiatry 0 (0.0) 42 (62.7) 0 (0.0) 42 (20.6)

Internal Medicine 31 (23.3) 0 (0.0) 0 (0.0) 31 (15.2)

Surgery 26 (19.5) 0 (0.0) 0 (0.0) 26 (12.7)

Forensic Psychiatry 0 (0.0) 13 (19.4) 0 (0.0) 13 (6.4)

Child and Adolescent Psychiatry 0 (0.0) 11 (16.4) 0 (0.0) 11 (5.4)

Intensive Care Unit (MICU/SICU) 10 (7.5) 0 (0.0) 0 (0.0) 10 (4.9)

Neurology or Neurosurgery 5 (3.8) 0 (0.0) 0 (0.0) 5 (2.5)

Acute Geriatrics 5 (3.8) 0 (0.0) 0 (0.0) 5 (2.5)

Emergency Department 4 (3.0) 0 (0.0) 0 (0.0) 4 (1.9)

Other 8 (6.0) 1 (1.5) 4 (100.0) 13 (6.4)

Requesting

profession

Physician 91 (68.4) 32 (47.8) 3 (75.0) 126 (61.8)

Nurse 33 (24.8) 14 (20.9) 0 (0.0) 47 (23.0)

Therapist 0 (0.0) 14 (20.9) 1 (25.0) 15 (7.4)

Patient or Relative 4 (3.0) 2 (3.0) 0 (0.0) 6 (2.9)

Social worker 1 (0.8) 1 (1.5) 0 (0.0) 2 (1.0)

Other 4 (3.0) 4 (6.0) 0 (0.0) 8 (3.9)

Number of participants [M (SD)] 10.0 [4.0] 10.3 [5.0] 5.3 [2.2] 10.0 [4.3]

Duration [min (Range)] 64 min [20–105] 77 min [30–135] 84 min [60–130] 69 min [20–135]

Urgency normal 70 (52.6) 67 (100.0) 4 (100.0) 141 (69.1)

urgent 25 (18.8) 0 (0.0) 0 (0.0) 25 (12.3)

very urgent 38 (28.6) 0 (0.0) 0 (0.0) 38 (18.6)

CEC: clinical ethics consultation; MICU: medical intensive care unit; SICU: surgical intensive care unit.

Demographic and clinical characteristics of the patients whose cases were discussed in CEC are shown in Table 4. There is a slight preponderance of female
patients (58.3%). The mean age is 48.7 years, with three quarters being between 19 and 69 years old. On average, patients from the UPK are more than ten
years younger than patients from the USB. Two thirds of the patients are Swiss, and only one in ten is non-European. Overall, the patients suffer most often
from mental illness (32.4%); most prevalent in USB patients are pregnancy-related disorders (18.8%), malignant neoplasms (15.0%) and neurological diseases
(13.5%). The prognosis regarding the main disease with treatment is poor for almost a third of all patients, intermediate for a quarter, and terminal for one in
ten. Of the USB patients, almost one �fth died in hospital and almost one third within six months of discharge. Less than half of all patients had decisional
capacity regarding treatment decisions, according to the assessment of the HCPs participating in the CEC. Patients lacked decisional capacity in 28.4% of all
cases; in 8.3%, capacity �uctuated. For two thirds of UPK patients, decisional capacity was either not given (29.9%), �uctuating (7.5%) or unclear (31.3%). Only
12.8% of all patients had an advance directive; slightly more did so in the USB (17.4%). Of all patients, 37.9% had a de�ned substitute decision-maker; in the
UPK, almost half of the patients did. 
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Table 4
Demographic and clinical characteristics of patients discussed in CEC

    Hospital Total

    USB UPK External  

    n = 133 (%) n = 67 (%) n = 4 (%) n = 204 (%)

Sex Female 80 (60.2) 38 (56.7) 1 (25.0) 119 (58.3)

Male 53 (39.8) 29 (43.3) 3 (75.0) 85 (41.7)

Age Mean [Range] 52,4 y [10–93] 39,9 y [0–90] 68,8 y [52–84] 48,7 y [0–93]

≤ 1 year 0 (0.0) 2 (3.0) 0 (0.0) 2 (1.0)

2–18 years 2 (1.5) 11 (16.7) 0 (0.0) 13 (6.4)

19–49 years 63 (47.4) 27 (40.9) 0 (0.0) 90 (44.3)

50–69 years 37 (27.8) 22 (33.3) 2 (50.0) 61 (30.0)

≥ 70 years 31 (23.3) 4 (6.1) 2 (50.0) 37 (18.2)

Nationality Central Europe 93 (72.1) 58 (86.6) 4 (100.0) 155 (77.5)

- Switzerland 75 (58.1) 56 (83.6) 4 (100.0) 135 (67.5)

Western Europe 5 (3.9) 0 (0.0) 0 (0.0) 5 (2.5)

Eastern Europe 2 (1.6) 0 (0.0) 0 (0.0) 2 (1.0)

Southern Europe 5 (3.9) 3 (4.5) 0 (0.0) 8 (4.0)

Southeast Europe 6 (4.7) 2 (3.0) 0 (0.0) 8 (4.0)

Asia 16 (12.4) 3 (4.5) 0 (0.0) 19 (9.5)

Africa 2 (1.6) 1 (1.5) 0 (0.0) 3 (1.5)

Insurance status insured 131 (98.5) 67 (100.0) 4 (100.0) 202 (99.0)

uninsured 2 (1.5) 0 (0.0) 0 (0.0) 2 (1.0)

Main diagnosis Mental disorder 8 (6.0) 56 (83.6) 2 (50.0) 66 (32.4)

Pregnancy-related disorder1 25 (18.8) 0 (0.0) 0 (0.0) 25 (12.3)

Malignant neoplasm 20 (15.0) 0 (0.0) 2 (50.0) 22 (10.8)

Neurological disease 18 (13.5) 3 (4.5) 0 (0.0) 21 (10.3)

Pulmonary disease 12 (9.0) 0 (0.0) 0 (0.0) 12 (5.9)

Cardiovascular disease 10 (7.5) 2 (3.0) 0 (0.0) 12 (5.9)

Metabolic disease 5 (3.8) 4 (6.0) 0 (0.0) 9 (4.4)

Genitourinary disease 8 (6.0) 0 (0.0) 0 (0.0) 8 (3.9)

Gastrointestinal disease 6 (4.5) 0 (0.0) 0 (0.0) 6 (2.9)

Congenital or genetic disease 6 (4.5) 0 (0.0) 0 (0.0) 6 (2.9)

Multiple organ dysfunction syndrome 4 (3.0) 0 (0.0) 0 (0.0) 4 (2.0)

Other 9 (6.8) 1 (1.5) 0 (0.0) 10 (4.9)

None 2 (1.5) 1 (1.5) 0 (0.0) 3 (1.5)

Prognosis good 28 (21.5) 10 (15.4) 0 (0.0) 38 (19.2)

intermediate 39 (30.0) 15 (23.1) 0 (0.0) 54 (27.3)

poor 40 (30.8) 23 (35.4) 2 (66.7) 65 (32.8)

terminal 17 (13.1) 3 (4.6) 0 (0.0) 20 (10.1)

unclear 6 (4.6) 14 (21.5) 1 (33.3) 21 (10.6)

Survival survived up to discharge 105 (80.8) 66 (98.5) 4 (100.0) 175 (87.1)

died in hospital 25 (19.2) 1 (1.5) 0 (0.0) 26 (12.9)

1Including patients with a desire to terminate pregnancy.
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    Hospital Total

Six-month survival survived up to 6 months after discharge 85 (68.0) 61 (93.8) 4 (100.0) 150 (77.3)

died within 6 months after discharge 40 (32.0) 4 (6.2) 0 (0.0) 44 (22.7)

Decisional capacity given 75 (56.4) 21 (31.3) 2 (50.0) 98 (48.0)

not given 37 (27.8) 20 (29.9) 1 (25.0) 58 (28.4)

�uctuating 11 (8.3) 5 (7.5) 1 (25.0) 17 (8.3)

unclear 10 (7.5) 21 (31.3) 0 (0.0) 31 (15.2)

Advance directive 23 (17.4) 3 (4.5) 0 (0.0) 26 (12.8)

Substitute decision-maker 43 (32.6) 33 (49.3) 1 (25.0) 77 (37.9)

1Including patients with a desire to terminate pregnancy.

CEC: clinical ethics consultation.

Table 5shows the main ethical issues discussed in the CEC, covering a wide range of topics. Overall, the most common ethical issues refer to life-sustaining
treatment (including resuscitation and arti�cial nutrition and hydration) (19.6%), followed by coercive measures (16.7%), maternal-foetal con�icts (12.3%),
goals of care or risk-bene�t assessment (8.3%) and assisted reproductive technology (6.9%). While in the USB the three most prevalent topics are life-
sustaining treatment (27.8%), maternal-foetal con�icts (18.8%) and assisted reproductive technology (10.5%), in the UPK, the top issues are coercive measures
(41.8%), goals of care or risk-bene�t assessment (14.9%) and child welfare endangerment (13.4%). In both hospitals, the top three issues are followed by the
issue patient behaviour, that is, how to deal with demanding, non-adherent, substance-abusing, aggressive or self-harming patients (6.0% and 7.5% in the USB
and UPK, respectively). In addition to the main ethical issue in each case, further issues were included in the analysis if they were explicitly documented (and
discussed) as such. Most prevalent secondary ethical issues refer to life-sustaining treatment (11.3%), admission or discharge planning (7.8%) and a
substitute decision-maker (5.9%). 
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Table 5
Main ethical issues in CEC

Main ethical issue* Hospital Total

USB UPK External  

n = 133 (%) n = 67 (%) n = 4 (%) n = 204 (%)

Treatment Decision Making 37 (27.8) 47 (70.1) 1 (25.0) 85 (41.7)

Coercive measures 6 (4.5) 28 (41.8) 0 (0.0) 34 (16.7)

Goals of care or risk-bene�t assessment 7 (5.3) 10 (14.9) 0 (0.0) 17 (8.3)

Patient behaviour 8 (6.0) 5 (7.5) 0 (0.0) 13 (6.4)

Pain or suffering 4 (3.0) 0 (0.0) 1 (25.0) 5 (2.5)

Informed consent or shared decision-making 4 (3.0) 1 (1.5) 0 (0.0) 5 (2.5)

Patient wishes 4 (3.0) 0 (0.0) 0 (0.0) 4 (2.0)

Admission or discharge planning 2 (1.5) 2 (3.0) 0 (0.0) 4 (2.0)

Organ or tissue transplants 2 (1.5) 0 (0.0) 0 (0.0) 2 (1.0)

Communication 0 (0.0) 1 (1.5) 0 (0.0) 1 (0.5)

End-of-Life Decisions 38 (28.6) 4 (6.0) 1 (25.0) 43 (21.0)

Life-sustaining treatment1 37 (27.8) 3 (4.5) 0 (0.0) 40 (19.6)

Assistance in dying 1 (0.8) 1 (1.5) 1 (25.0) 3 (1.5)

Reproductive Decisions 41 (30.8) 0 (0.0) 0 (0.0) 41 (20.1)

Maternal-foetal con�ict 25 (18.8) 0 (0.0) 0 (0.0) 25 (12.3)

Assisted reproductive technology2 14 (10.5) 0 (0.0) 0 (0.0) 14 (6.9)

Gestational surrogacy 1 (0.8) 0 (0.0) 0 (0.0) 1 (0.5)

Sterilisation 1 (0.8) 0 (0.0) 0 (0.0) 1 (0.5)

Professionalism and Organisational Issues 8 (6.0) 11 (16.4) 1 (25.0) 20 (9.8)

Child welfare endangerment 0 (0.0) 9 (13.4) 0 (0.0) 9 (4.4)

Care management 4 (3.0) 0 (0.0) 0 (0.0) 4 (2.0)

Resource allocation 3 (2.3) 0 (0.0) 0 (0.0) 3 (1.5)

Medical mistakes 1 (0.8) 1 (1.5) 0 (0.0) 2 (1.0)

Con�ict of interest 0 (0.0) 0 (0.0) 1 (25.0) 1 (0.5)

Human resources 0 (0.0) 1 (1.5) 0 (0.0) 1 (0.5)

Substitute Decision Making 9 (6.8) 4 (6.0) 1 (25.0) 14 (6.9)

Advance directive or advance care planning 3 (2.3) 2 (3.0) 0 (0.0) 5 (2.5)

Decisional capacity 1 (0.8) 1 (1.5) 1 (25.0) 3 (1.5)

Presumed patient will 3 (2.3) 0 (0.0) 0 (0.0) 3 (1.5)

Substitute decision-maker 2 (1.5) 1 (1.5) 0 (0.0) 3 (1.5)

Other 0 (0.0) 1 (1.5) 0 (0.0) 1 (0.5)

* Ordered by overall prevalence within the groups.

1 Including resuscitation and arti�cial nutrition or hydration.

2 Including preimplantation genetic testing.

Evaluation and outcomes of the CECs are shown in Table 6. In almost all cases, the CEC participants reached a consensus (98.5%), often one that did not exist
before (94.1%). According to the requestor's description of the further clinical course, the results of the CEC were implemented in all cases, except in the rare
cases in which the patient was transferred or died. CECs were rated as helpful (95.0%) or partly helpful (5.0%) by all requestors. CEC was often assessed as
helpful for the care team (79.8%) and the requesting person (60.3%) but less often for the patient (38.2%). Interdisciplinarity (86.5%), ethical analysis (80.2%),
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structured discussion (67.5%) and shared decision-making (63.2%) were perceived, more often than not, as helpful. More than half also found the clari�cation
of further procedures (57.6%) and legal foundations (54.0%) helpful. The CEC was less often seen as helpful in achieving educational goals such as
promoting ethical competence (36.1%) or developing one's own attitude (21.3%). In almost all cases, the report was rated as helpful (97.0%) or partly helpful
(1.5%). According to the requestors' assessment, the CESS responded in a timely manner in all cases. The CEC was carried out on time in all cases, with one
exception due to a delay in �nding an appointment within the care team. 

Table 6
Evaluation and outcomes of CEC

    Hospital Total

    USB UPK External  

    n (%) n (%) n (%) n (%)

Consensus

(n = 204)

yes 132 (99.2) 65 (97.0) 4 (100.0) 201 (98.5)

no 1 (0.8) 2 (3.0) 0 (0.0) 3 (1.5)

New consensus

(n = 204)

yes 125 (94.0) 63 (94.0) 4 (100.0) 192 (94.1)

no 8 (6.0) 4 (6.0) 0 (0.0) 12 (5.9)

CEC results implemented

(n = 143)

yes 77 (92.8) 29 (96.7) 1 (100.0) 107 (93.9)

patient discharged before 4 (4.8) 1 (3.3) 0 (0.0) 5 (4.4)

patient died before 1 (1.2) 0 (0.0) 0 (0.0) 1 (0.9)

in progress 1 (1.2) 0 (0.0) 0 (0.0) 1 (0.9)

not available 20 9 0 29

Helpfulness CEC

(n = 143)

yes 97 (97.0) 35 (89.7) 1 (100.0) 133 (95.0)

yes, partially 3 (3.0) 4 (10.3) 0 (0.0) 7 (5.0)

not available 3 0 0 3

Helpfulness CEC report (n = 143) yes 91 (95.8) 36 (100.0) 1 (100.0) 128 (97.0)

yes, partially 2 (2.1) 0 (0.0) 0 (0.0) 2 (1.5)

no 2 (2.1) 0 (0.0) 0 (0.0) 2 (1.5)

not available 8 3 0 11

CESS response quick enough?

(n = 72)1

yes 58 (100.0) 13 (100.0) 1 (100.0) 72 (100.0)

no 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

not available 0 0 0 0

CEC held within reasonable time?

(n = 72)1

yes 57 (98.3) 13 (100.0) 1 (100.0) 71 (98.6)

no 1 (1.7) 0 (0.0) 0 (0.0) 1 (1.4)

not available 0 0 0 0

1 This item was added to the feedback form at a later stage.

CEC: clinical ethics consultation; CESS: clinical ethics support service.

Table 7 shows the prevalence of risk factors for moral con�icts discussed in CECs. Listed are risk factors with a prevalence of ≥ 25% overall or in at least one
medical specialty (emergency or intensive care, internal medicine, surgery, women's health, psychiatry or other).

Overall, there is a high prevalence (≥ 50%) for risk factors vulnerability (100%), absent or unclear hospital policies (97.1%), inadequate institutional framework
(shift work) (83.3%), inadequate understanding between patient and HCPs (73.5%), inadequate communication (66.2%), multimorbidity (66.2%), disagreement
between patients and HCPs about care (58.8%), non-male patient (58.3%), multiple care teams (53.4%) and mental illness (50.5%). Additionally, in all
specialties speci�c risk factors are highly prevalent (≥ 50%). In emergency or intensive care, the highly prevalent risk factors are unclear or missing patient
preferences or AD (71.4%), lack of decisional capacity (71.4%), end-of-life situation (57.1%) and multiple readmissions (50.0%). In internal medicine, the highly
prevalent risk factors are multiple readmissions (72.2%), lack of decisional capacity (61.1%) and low socio-economic status (52.8%). In psychiatry, they are
CPR code unclear or missing (86.4%), self-harm and harm to others (74.2%), inadequate understanding of disease on the part of the patient (71.2%), low socio-
economic status (68.2%), involuntary treatment (65.2%), uncertainty about decisional capacity (53.0%) and unclear or missing patient preferences or AD
(53.0%). In surgery, they are unclear or missing patient preferences or AD (63.3%) and multiple readmissions (50.0%). In women’s health, they are migration
background (56.8%, and maternal-foetal con�ict (54.5%).
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From the top 20 ranked risk factors in the literature (without subcategories), ten were moderately (25–49%) or highly (≥ 50%) prevalent overall or in speci�c
specialties. Risk factors with a low prevalence include disagreement among relatives about care (13.7%), different values or world views (13.2%), inadequate
resources (13.2%), lack of crucial information or evidence (12.3%), unnecessary suffering (8.8%), unclear treatment plan among relatives (4.9%), fear and risk
behaviour (defensive medicine) (3.4%), poor ethical climate in the team (1.5%) and overworked HCPs (1.5%). Inadequate moral attitude was not reported in
CEC documentation. On average, 18 risk factors are prevalent in each CEC (M = 18.2 (4–32)). 
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Table 7
Prevalence of moral risk factors in CEC (≥ 25%)

Risk factor* Medical specialty Total

Emergency or intensive
care

Internal
Medicine

Surgery Women's
Health

Psychiatry Other  

n = 14 (%) n = 36 (%) n = 30
(%)

n = 44 (%) n = 66 (%) n = 14
(%)

n = 204
(%)

Risk area: patient

Vulnerability 14 (100.0) 36 (100.0) 30
(100.0)

44 (100.0) 66 (100.0) 14
(100.0)

204
(100.0)

- Multimorbidity 11 (78.6) 33 (91.7) 23 (76.7) 9 (20.5) 46 (69.7) 13 (92.9) 135 (66.2)

- Non-male 8 (57.1) 12 (33.3) 12 (40.0) 43 (97.7) 37 (56.1) 7 (50.0) 119 (58.3)

- Mental illness 6 (42.9) 16 (44.4) 8 (26.7) 4 (9.1) 63 (95.5) 6 (42.9) 103 (50.5)

- Low socio-economic status 3 (21.4) 19 (52.8) 7 (23.3) 9 (20.5) 45 (68.2) 4 (28.6) 87 (42.6)

- Lack of decisional capacity 10 (71.4) 22 (61.1) 12 (40.0) 2 (4.5) 26 (39.4) 4 (28.6) 76 (37.3)

- Migration background 2 (14.3) 12 (33.3) 12 (40.0) 25 (56.8) 20 (30.3) 4 (28.6) 75 (36.8)

- Very young or old age 5 (35.7) 11 (30.6) 10 (33.3) 2 (4.5) 17 (25.8) 6 (42.9) 51 (25.0)

- Drug dependence 3 (21.4) 13 (36.1) 2 (6.7) 1 (2.3) 30 (45.5) 1 (7.1) 50 (24.5)

- Lack of education (patient) 0 (0.0) 5 (13.9) 2 (6.7) 2 (4.5) 17 (25.8) 1 (7.1) 27 (13.2)

- Alone 4 (28.6) 4 (11.1) 2 (6.7) 0 (0.0) 6 (9.1) 1 (7.1) 17 (8.3)

Inadequate understanding PAT-
HCP

12 (85.7) 29 (80.6) 25 (83.3) 17 (38.6) 60 (90.9) 7 (50.0) 150 (73.5)

Disagreement about care PAT-
HCP

3 (21.4) 17 (47.2) 17 (56.7) 26 (59.1) 52 (78.8) 5 (35.7) 120 (58.8)

Unclear or missing preferences /
AD

10 (71.4) 22 (61.1) 19 (63.3) 9 (20.5) 35 (53.0) 6 (42.9) 101 (49.5)

Challenging clinical situation 4 (28.6) 14 (38.9) 8 (26.7) 24 (54.5) 43 (65.2) 2 (14.3) 95 (46.6)

- Involuntary treatment 2 (14.3) 5 (13.9) 2 (6.7) 1 (2.3) 43 (65.2) 0 (0.0) 53 (26.0)

- Maternal-foetal con�ict 0 (0.0) 0 (0.0) 1 (3.3) 24 (54.5) 0 (0.0) 0 (0.0) 25 (12.3)

Multiple re-admissions 7 (50.0) 26 (72.2) 15 (50.0) 9 (20.5) 29 (43.9) 6 (42.9) 92 (45.1)

Inadequate disease
understanding

1 (7.1) 16 (44.4) 10 (33.3) 14 (31.8) 47 (71.2) 2 (14.3) 90 (44.1)

Unclear or missing CPR code 4 (28.6) 1 (2.8) 8 (26.7) 7 (15.9) 57 (86.4) 4 (28.6) 81 (39.7)

Self-harm and harm to others 3 (21.4) 13 (36.1) 6 (20.0) 2 (4.5) 49 (74.2) 1 (7.1) 74 (36.3)

End-of-life situation 8 (57.1) 16 (44.4) 11 (36.7) 4 (9.1) 5 (7.6) 5 (35.7) 49 (24.0)

Profound neurological de�cit 4 (28.6) 13 (36.1) 5 (16.7) 1 (2.3) 6 (9.1) 1 (7.1) 30 (14.7)

Acute renal failure 4 (28.6) 13 (36.1) 7 (23.3) 0 (0.0) 1 (1.5) 2 (14.3) 27 (13.2)

Repeated life-sustaining
treatments

5 (35.7) 10 (27.8) 1 (3.3) 1 (2.3) 4 (6.1) 1 (7.1) 22 (10.8)

Recurrent aspiration pneumonia 3 (21.4) 10 (27.8) 4 (13.3) 0 (0.0) 3 (4.5) 0 (0.0) 20 (9.9)

Prolonged arti�cial respiration 4 (28.6) 4 (11.1) 2 (6.7) 0 (0.0) 0 (0.0) 0 (0.0) 10 (4.9)

Risk area: family

Disagreement about care REL-
HCP

6 (42.9) 11 (30.6) 8 (26.7) 15 (34.1) 16 (24.2) 2 (14.3) 58 (28.4)

Infrequent or missing visits 2 (14.3) 7 (19.4) 3 (10.0) 1 (2.3) 29 (43.9) 4 (28.6) 46 (22.5)

Multiple family members 4 (28.6) 11 (30.6) 12 (40.0) 5 (11.4) 11 (16.7) 2 (14.3) 45 (22.1)

* Ordered by overall prevalence within the groups.

AD: advance directive; HCP: health care professionals; PAT: patient; REL: relatives.
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Risk factor* Medical specialty Total

Emergency or intensive
care

Internal
Medicine

Surgery Women's
Health

Psychiatry Other  

n = 14 (%) n = 36 (%) n = 30
(%)

n = 44 (%) n = 66 (%) n = 14
(%)

n = 204
(%)

Inadequate disease
understanding

5 (35.7) 8 (22.2) 5 (16.7) 10 (22.7) 10 (15.2) 1 (7.1) 39 (19.1)

Substitute function not ful�lled 6 (42.9) 10 (27.8) 9 (30.0) 1 (2.3) 11 (16.7) 1 (7.1) 38 (18.6)

Substitute missing or not
accessible

4 (28.6) 8 (22.2) 3 (10.0) 0 (0.0) 14 (21.2) 0 (0.0) 29 (14.2)

Risk area: health care professional

Uncertainty about capacity 6 (42.9) 17 (47.2) 5 (16.7) 4 (9.1) 35 (53.0) 4 (28.6) 71 (34.8)

Disagreement about care HCP 2 (14.3) 13 (36.1) 8 (26.7) 7 (15.9) 25 (37.9) 3 (21.4) 58 (28.4)

Incoherent treatment plan 2 (14.3) 14 (38.9) 12 (40.0) 4 (9.1) 9 (13.6) 3 (21.4) 44 (21.6)

Insu�cient understanding HCP 2 (14.3) 12 (33.3) 6 (20.0) 6 (13.6) 14 (21.2) 2 (14.3) 42 (20.6)

Risk area: system

Absent or unclear hospital
policies

13 (92.9) 36 (100.0) 27 (90.0) 44 (100.0) 65 (98.5) 13 (92.9) 198 (97.1)

Inadequate institutional
framework

14 (100.0) 35 (97.2) 30
(100.0)

29 (65.9) 52 (78.8) 10 (71.4) 170 (83.3)

- Shift work 14 (100.0) 35 (97.2) 30
(100.0)

29 (65.9) 52 (78.8) 10 (71.4) 170 (83.3)

Inadequate communication 8 (57.1) 25 (69.4) 21 (70.0) 15 (34.1) 57 (86.4) 9 (64.3) 135 (66.2)

Multiple care teams 9 (64.3) 24 (66.7) 19 (63.3) 30 (68.2) 22 (33.3) 5 (35.7) 109 (53.4)

* Ordered by overall prevalence within the groups.

AD: advance directive; HCP: health care professionals; PAT: patient; REL: relatives.

Discussion

Characteristics, ethical issues and outcomes of CEC
The institutional setting of this study, with an integrated CESS responsible for both a somatic and a psychiatric university hospital, is unusual and explains
some of the results. It allows for a comparison between somatic and psychiatric CECs provided using the same approach. Thus, the study sheds light on the
speci�c characteristics of CEC in psychiatry, which is still poorly studied (59–61). To enable comparison with international studies, results on USB-CECs will be
discussed separately �rst.

Overall, the formal characteristics and demographic and clinical features of the patient population, as well as the main ethical issues of USB-CECs, are
comparable to those of corresponding studies in the US (35–39, 41, 43, 44). However, there are some striking differences. A comparatively large share of CEC
requests in the USB come from the women’s health clinic and, accordingly, deal with ethical issues in maternal-foetal con�icts and assisted reproductive
technologies. In the US studies, these topics rarely occur in CEC (36, 39, 43) or are not separately reported (35, 37, 38, 41, 44). According to Swiss law, to obtain
a late abortion (after the 12th week of pregnancy), a pregnant woman who is not somatically at serious risk must claim severe mental distress
comprehensible to the physician. The concept of severe mental distress allows considerable scope for interpretation and confronts HCPs with di�cult
decisions that are prepared for in CECs. Preimplantation genetic testing legally presupposes the risk of an embryo with a genetic predisposition for a severe
disease. This raises the normative question of what is meant by “severe disease”. In Switzerland, moreover, providers are legally obliged to prove to the health
authorities that an individual ethical assessment was made, which is ensured by CEC at the USB. An in-depth analysis of this issue has been carried out by
Muggli et al. (62).

Another distinctive feature is that relatively few requests for USB-CEC come from the ICU, compared to 32–55% in the US studies reviewed. Accordingly, the
issue of life-sustaining treatment is not as prevalent as in many of those studies (35–38). This probably also explains why the prognosis, survival rate and
decisional capacity of patients in USB-CECs are better on average than in the US studies (35, 41). Low numbers of ICU requests can be attributed to the fact
that at the ICU ward, weekly team-internal ethical case discussions have been established in close collaboration with the CESS as a preventive approach to
ethical decision-making. Most moral questions can be adequately answered within these case discussions – only particularly complex or burdensome cases
lead to a CEC (29).

The issue of coercive measures, such as commitment, restraint or treatment against the patient’s will or resistance, is no longer as prevalent in USB-CECs as it
was in a previous study (40). However, it still seems to arise more often than in the US; none of the reviewed studies lists coercion as a separate ethical issue.
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In Switzerland, coercive measures are explicitly regulated at the federal level for mentally ill persons but not for patients in acute somatic hospitals, which
explains the need for normative orientation. Coercive measures always involve a con�ict of principles requiring careful ethical consideration, as in a CEC. An
in-depth analysis of this issue in our CECs can be found in Montaguti et al. (63).

Although the proportion of patients with low socio-economic status (i.e. dependent on social welfare) or migration background in our study is quite high (over
a third each), almost none are uninsured. In contrast, Robinson et al. report that more than one �fth of patients in CECs are un- or underinsured, signi�cantly
more than non-CEC patients (41). This difference can be attributed to the inclusive health insurance law in Switzerland and explains why ethical questions
about access to health care are rarely addressed in our CECs. Surprisingly, this issue does not seem to play a more prominent role in CECs in the US either,
although CEC could contribute to clarifying such issues (64–66).

Looking more closely at CEC in the UPK, half as many CECs were requested as in the USB, which roughly corresponds to the ratio of beds in the two
institutions. It can therefore be assumed that there is a similar demand for CEC in psychiatry and in the somatic specialties. Not surprisingly, patients in UPK-
CECs suffer mainly from mental disorders; terminal illness (leading to death in a short time) is rare. Prognosis and decisional capacity are comparatively often
unclear in these cases, and advance directives are almost never available. Although every second patient has a substitute decision-maker, he/she is not
authorised to make decisions regarding the treatment of mental disorders in the event of incapacity. According to Swiss law, substitute decision-makers may
only consent to or refuse treatment for somatic disorders. In the USB, family members are legally assigned the role of substitute decision-makers in the event
of incapacity, provided there is no advance directive. In the UPK, on the other hand, the attending physician must decide on psychiatric treatment in the event
of incapacity – even against the patient’s wishes, where appropriate. Accordingly, decision-making in psychiatry often is complicated by uncertainty regarding
prognosis and decisional capacity and, at the same time, related to a greater decision-making responsibility of the physician.

Regarding the main ethical issues discussed, institution-speci�c themes become visible. The three most prevalent ethical issues in USB-CECs – life-sustaining
treatment, maternal-foetal con�icts and assisted reproductive technology – arise in relation to the specialised services offered by the USB; they do not (or only
rarely) arise in the UPK. The high prevalence of coercive measures in UPK-CECs is hardly surprising in view of previous studies on ethical issues in psychiatry
(60, 63, 67). Other issues arising comparatively frequently are goals of care or risk-bene�t assessment relating to controversial or potentially harmful
treatments such as anti-androgenic treatment of sex offenders or medication-assisted treatment for patients with opioid dependence. Ethical questions on
child welfare endangerment speci�c to child and adolescent psychiatry – for example, whether a child’s well-being is in such danger that action (e.g. reporting
to the authorities) is ethically justi�ed or even required – have not yet been reported in studies on CEC.

The outcome variables examined show very good results in terms of reaching consensus among participants in CEC, implementation of CEC results, user
experience (helpfulness) with CEC and response time of CESS in both hospitals. With regard to reaching consensus and helpfulness, the results are above
average in international comparison (20, 21). To the authors’ knowledge, the variables implementation and response time are investigated quantitatively here
for the �rst time. Overall, the results indicate a high quality of CECs provided in both hospitals.

Moral risk factors
The scoping review reveals a wide range of moral risk factors in all dimensions relevant to clinical care: patient, family, providers, system. All four areas
contain risk factors that are particularly frequent, according to the studies reviewed. Many of the common risk factors are also known as factors for moral
distress in HCPs, which is an indication of their potency in clinical practice (68). Our earlier study gives some evidence that the most frequent risk factors are
also potent (34): The 13 factors rated as moderately to strongly effective in the earlier study are also among the 20 most prevalent risk factors identi�ed in the
present review. These 13 factors are inadequate communication, disagreement among HCPs about care, disagreement between relatives and HCPs about
care, vulnerability, different values or world views, inadequate understanding of disease on the part of relatives, incoherent treatment plan, lack of crucial
information or evidence, disagreement among relatives about care, unclear treatment plan among relatives, unnecessary suffering, unclear or missing
preferences or advance directive, end-of-life situation. These may, thus, be described as critical risk factors that are very likely to trigger moral problems.

Not all moral problems lead to CECs. The risk factors prevalent in CEC are only a subset of the factors that trigger moral problems. Half of the top 20 ranked
moral risk factors in the literature are also moderately to highly prevalent in CECs. All patients in CECs are vulnerable and therefore at risk for undertreatment
(69). The patients particularly often are multimorbid, non-male, mentally ill, lack decisional capacity or have a low socio-economic status. As with all patient-
related risk factors, there are considerable differences between the individual medical specialities, as they care for different patient populations. Lack of
decisional capacity is a particularly potent vulnerability risk factor according to our previous study (34). It immediately raises ethical questions regarding, for
example, the validity of advance directives, the proper role of the substitute decision-maker, or the presumed will or best interest of the patient.

In contrast, the highly prevalent risk factor of shift work of the HCPs seems to be of little signi�cance as it applies to all inpatient situations in the hospital.
However, excessive shift work has been shown to have a negative impact on quality of care, patient safety and general health of HCPs (70). It may therefore
play a role as an indirect risk factor for moral problems. In our sample, however, there is little evidence of excessive shift work, especially since related factors
such as inadequate resources, overworked HCPs or lack of management support are not highly prevalent.

Inadequate communication in general and inadequate understanding between patient and HCPs are highly prevalent risk factors documented in our CECs.
Absent, incomplete, incomprehensible, inaccurate or insensitive communication is well known as a reason for con�icts between HCPs, patients and relatives
(71, 72). Inadequate communication may be morally signi�cant in several ways, either by infringing patient rights or professional standards or by concealing,
delaying or wrongly suggesting value con�icts. Inadequate understanding between patient and HCPs, often the consequence of inadequate communication,
prevents key ethical standards such as informed consent, shared decision-making or advance care planning, from being met. Inadequate communication is,
according to our previous study, the most potent risk factor, making it a highly prevalent and potent factor for moral problems leading to CECs.
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The risk factor disagreement between patient and HCPs about care is also highly prevalent and presumably also potent. Persistent disagreement between
patient and HCPs inevitably leads to moral con�icts unless one party withdraws from the situation. In CECs in emergency and intensive care, this risk factor is
less prevalent, as many of these patients are no longer capable of communication. Accordingly, disagreement between relatives and HCPs and other family-
related risk factors are more prevalent in these situations and are just as likely to lead to moral con�icts. Disagreements between relatives and HCPs were
found, in our previous study, to be highly potent, as were disagreements among HCPs (34). Persistent disagreement about care thus seems to be a highly
prevalent and potent factor for moral problems leading to CEC. Figure 2 presents an overview of highly prevalent and (according to our previous study) potent
risk factors in the various medical specialties.

Also highly prevalent is the risk factor absent or lacking hospital policies, which is not recognised in the literature as a common factor. Regarding the ethical
issues in our CECs, there are hardly any speci�c institutional policies that could have been consulted. Although there are ethics guidelines on various topics
available at the national level, they are often not speci�c enough to be considered helpful in individual cases. During the observation period, institutional
policies have been developed by the CESS on ethically relevant topics such as CPR decisions, assisted suicide or patient violence. Developing such policies is
considered to be a useful measure to prevent moral con�icts (34).

Some common risk factors identi�ed in the literature, such as different values and world views, inadequate resources, inadequate moral attitude and
unnecessary suffering, are less prevalent in our CECs. This is probably due to several reasons. There may be methodological reasons in the case of different
values and world views and inadequate moral attitude. These were coded only if the documentation explicitly referred to different social, cultural, religious or
metaphysical value contexts or inadequate moral attitudes such as lack of moral sensitivity, commitment or fairness. Due to the high proportion of patients
with a migration background (36.8%), it can be assumed that different value contexts were de facto more prevalent than indicated (13.2%). Inadequate moral
attitudes are probably not documented because CEC usually does not include an ethical assessment of character. Inadequate resources such as time, money,
personnel or services are documented in 13.2% of our CECs. Rationing in health care, or withholding medically indicated services for reasons of cost or
scarcity, has been reported to a considerable extent for Switzerland (69, 73). However, minor cases of inadequate resources or rationing in everyday clinical
practice may not lead to requests for CEC. Unnecessary suffering, that is suffering that could be successfully treated, is problematic from an ethical
perspective, assuming that every patient has a moral right to appropriate symptom control (74). Undertreatment of pain still is a problem in Western European
hospitals: about 10% of postsurgical patients in Germany and Austria retrospectively report having desired more pain treatment than they received (75). Pain
and palliative care services can probably deal with such cases successfully if they are involved. CEC may only be requested in cases of greater moral
complexity, such as when substitute decision-makers refuse analgesics or patients are suffering from opioid dependency.

Limitations
The results of our study are limited regarding validity and generalisability due to the absence of a control group and the speci�c setting of the study. Also, the
number of cases in the different medical specialities is relatively small and does not allow statistical analysis on different risk pro�les. The results are
therefore primarily suitable for generating reasonable hypotheses about moral risk factors that need to be tested by further research. Case series are
susceptible to several biases, especially selection bias and measurement bias. Since all su�ciently documented case-related CECs were included in the series,
selection bias seems to be negligible. However, it must be kept in mind that only a – presumably small – proportion of moral problems in patient care leads to
CEC. Since the request for CEC depends on various parameters independent of the moral problem, including availability and range of CES, knowledge and
attitude of HCPs about CES, and the moral sensibility, competence or resilience of HCPs, it cannot be presupposed that CECs accurately re�ect the content and
prevalence of moral problems in the institution. The risk of measurement bias is reduced, as this study uses highly standardised report templates and
feedback forms. However, some moral risk factors from the literature have not been systematically captured and are di�cult to operationalise. This may have
led to an underestimation of the prevalence of these risk factors.

Conclusions
Our study shows that CEC is useful in both somatic medicine and psychiatry to �nd consensual and helpful solutions to moral con�icts. While the need for
CEC in psychiatry is proportionally similar to that in somatic medicine, the thematic focus is different. In psychiatry, ethical questions about coercive
measures, risk and bene�t assessments of potentially harmful side effects of psychiatric treatments, and child welfare endangerment are most prevalent in
CEC. Ethical decision-making tends to be complex due to greater uncertainty about the patient's prognosis and decision-making capacity and greater decision-
making responsibility on the part of the physician. In the USB, ethical issues in maternal-foetal con�icts and in relation to assisted reproductive technologies
are comparatively often discussed in CEC, alongside decisions on life-sustaining measures and a variety of other issues, most of them familiar from other
studies. Effective preventive interventions, such as the weekly team-internal ethical case discussions on the USB ICU ward, may lead to an increase of CES,
including the team-internal approach, but a decrease in the request for formal CEC.

There is a wide range of moral risk factors in all dimensions relevant to clinical care. Regarding the patient, patient vulnerability, end-of-life situations,
unnecessary suffering (due to suboptimal pain treatment) and unclear or missing information about patient preferences or advance directives are the most
prevalent risk factors. In relation to patients’ families, it is a lack of understanding of the disease, disagreement with HCPs or each other, and unclear treatment
plans. Concerning HCPs, incoherent treatment plans, inadequate moral attitude, disagreement with each other and overwork are the most common factors
promoting moral con�icts. Systemic risk factors include inadequate communication, divergent values or world views among those involved, inadequate
resources and lack of crucial information or evidence. Most of these moral risk factors can be found in cases discussed in CEC. As not all moral problems lead
to CEC, not all risk factors are as prevalent as the literature suggests. Highly prevalent and – according to our previous study – potent in CEC are the following
risk factors: vulnerability, inadequate understanding between patient and HCP, inadequate communication and disagreement about care between patients and
HCPs. Our analysis reveals that almost all risk factors are speci�c in that they are not equally prevalent or – presumably – potent in all medical specialities.
We have presented a preliminary overview of the risk factors speci�c to various medical specialties. Further empirical research is needed to validate our results
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and create different discipline-speci�c risk pro�les. Such risk pro�les will enhance the development of targeted and e�cient preventive interventions to
address moral problems in patient care early on.
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Figure 1

PRISMA �ow diagram
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Figure 2

Highly prevalent and potent moral risk factors leading to CEC in different medical specialties.  

AD: advance directive; HCP: health care professionals; PAT: patient; REL: relatives.


