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Abstract
Background: Clinical ethics consultations (CEC) can be complex interventions, involving multiple methods, stakeholders,
and competing ethical values. Despite longstanding calls for rigorous evaluation in the �eld, progress has been limited.
The Medical Research Council (MRC) proposed guidelines for evaluating the effectiveness of complex interventions.
The evaluation of CEC may bene�t from application of the MRC framework to advance the transparency and
methodological rigor of this �eld. A �rst step is to understand the outcomes measured in evaluations of CEC in
healthcare settings. 

Objective: The primary objective of this review was to identify and map the outcomes reported in primary studies of
CEC. The secondary objective was to provide a comprehensive overview of CEC structures, processes, and roles to
enhance understanding and to inform standardization.

Methods: We searched electronic databases to identify primary studies of CEC involving patients, substitute decision-
makers and/or family members, clinicians, healthcare staff and leaders. Outcomes were mapped across six conceptual
domains as identi�ed a priori, and were based on our clinical ethics experience and preliminary literature searches.
These domains included personal factors, process factors, healthcare utilization, clinical factors, quality, and economic
factors.

Results: Forty-eight studies were included in the review. Studies were highly heterogeneous and varied considerably
regarding format and process of ethical intervention, credentials of interventionist, population of study, outcomes
reported, and measures employed. In addition, few studies used validated measurement tools. The top three outcome
domains that studies reported on were quality (n=31), process factors (n=23), and clinical factors (n=16). The majority
of studies examined multiple outcome domains. All six outcome domains were multidimensional and included a variety
of subthemes.

Conclusions: This scoping review represents the initial phase of mapping the outcomes reported in primary studies of
CEC and identifying gaps in the evidence. The con�rmed lack of standardization represents a hindrance to the provision
of high quality intervention and CEC scienti�c progress. Insights gained can inform the development of a core outcome
set to standardize outcome measures in CEC evaluation research and enable scienti�cally rigorous e�cacy trials of
CEC. 

Introduction:
Clinical ethics consultations (CEC) can be complex interventions involving multiple methods, stakeholders, and ethical
principles or values, often in con�ict. Despite longstanding calls for rigorous evaluation in the �eld of clinical ethics [1],
progress continues to be limited. The Medical Research Council (MRC) proposed guidelines for evaluating the
effectiveness of complex interventions [2]. Relevant stages to consider include the selection of appropriate study
designs, identi�cation of important outcomes, understanding processes, and the assessment of intervention �delity. The
evaluation of CEC may bene�t from application of the MRC framework to advance the transparency and
methodological rigour of this �eld [3]. A necessary �rst step is to understand the types of outcomes measured in primary
studies of CEC in healthcare settings.

Background:
CEC is broadly understood as “a service provided by an individual consultant, team, or committee to address the ethical
issues involved in a speci�c clinical case. Its central purpose is to improve the process and outcomes of patient care by
helping to identify, analyze, and resolve ethical problems” [4]. This de�nition encompasses a variety of service models,
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including moral case deliberation, whereby the clinical ethicist is a well-trained facilitator with ethics knowledge. Other
models suggest that the ethicist should have ethics expertise and decision-making authority or a consultative role. CEC
frequently occur in acute care hospitals [5], with some programs focused on providing services in speci�c contexts such
as intensive care units [6], pediatric areas, or end-of-life circumstances [7]. Since 2000, the rate of CEC has increased by
94% across U.S. hospitals with the median number of consults doubling in some areas. However, during this timeframe,
published accounts of evaluations of CEC have decreased from 28–19.1% [5]. This decline is despite the fact that over
the past 30 years, several journals have published special issues related to discussions about the need for evaluation
and evidence of CEC quality [99, 100]. An editorial in 2017 laments the poor state of empirical studies evaluating CEC,
despite national governments and health care organizations emphasizing its importance, and repeated calls from within
the �eld for rigorous evaluation research [8, 9, 10].

The extant literature focuses on identifying the scope and expertise of ethics consultants, including ethics training [11]
and credentialing [12]. Furthermore, despite some limitations, descriptive information about CEC services, including
consult volumes [13], roles of consult requestors, and types of ethical issues prompting consultation is available in the
U.S. and in Europe [14]. However, questions about the nature and scope of the role or roles of ethics professionals
persist (e.g., are they moral authorities [15]? Are they advocates [16]?) and empirical or methodological issues continue
to be debated (How do we measure morality? What is a ‘good’ consultation outcome [9]?). Studies assessing the quality
of CEC are numerous [17, 18, 19]; however, some acknowledge the di�culty of measuring quality when there remains a
lack of clarity and consensus about the goals of CEC and the best outcome domains to measure [20, 21]. Other studies
discuss limitations posed by a lack of standardization in regard to the structure of CEC, the processes and methods
employed, and the unique complexities of individual cases that inform the ethics consultant’s activities [103]. For
example, a lack of standardized organizational policies that de�ne CEC, training and education of consultants,
consensus as to whether the consultant engages in a pure facilitation approach, authoritarian approach or a
combination of approaches, and whether the goal of CEC is mediation, facilitation or the generation of a
recommendation [22, 23, 24, 25]. Feder and Firn argue that the CEC should “take a personalized and values-based
approach to facilitating decision-making that acknowledges context and a plurality of possible ‘right’ answers” [26].
Contextual features may include the setting, inter-professional dynamics and behavior, interventionist characteristics,
institutional culture, and nuances in patient cases (e.g., characteristics, diagnoses, values). Others have argued that the
context-sensitive and value-laden nature of CEC is particularly challenging for developing effectiveness studies. Values-
plurality and normativity of outcomes are presented as barriers to standardization and effectiveness studies; however, it
is not necessarily the case that no outcome or measure can reliably be applied. An outcome may be more or less
defensible because it aligns with the patient’s enduring values, or because it minimizes or averts harms that patients
and clinicians agree are undesirable (e.g., pain, reduced life expectancy).

Some medical specialties have articulated positions that appear to presume which outcomes would be relevant or
desired to CEC; for example, the American Thoracic Association and other critical care societies have recommended CEC
as a way to prevent inappropriate treatment [27]. Although it is useful to know what outcomes would be regarded as
desirable by critical care providers, it must be acknowledged that CEC serve a variety of stakeholders, including patients
and families, and their values may not be congruent with those of their clinicians. Furthermore, non-bene�cial treatment
and cost-effectiveness have been problematized from within the �eld and have been viewed as unreliable outcome
measures, unable to capture the nuances and complexities of the consultation and the signi�cance of patient values [9,
28]. There is a need to identify relevant outcomes that are meaningful for all stakeholders and to develop validated
measurement tools to inform future study. A leading tool is the EURO-MCD questionnaire, which has been validated by
Dutch professionals trained in MCD facilitation, and identi�es 26 moral case deliberation-related outcomes [29, 30, 31].
Further understanding of this tool and associated outcomes for evaluating CEC effectiveness internationally has the
potential to support and advance this important work.
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Chen and Chen argue that using quantitative methods to evaluate CEC will be challenging so long as there is a lack of
standardization of CEC methods or a comparator group to demonstrate an intervention’s effect [103]. However,
standardization can be achieved if there is a clear de�nition of the scope of the intervention and agreement about the
recommended approach (e.g., focus on family meetings with values-disagreement, use of a facilitation approach).
Comparisons can be made to usual care; that is, care provided without consultation support. It should be noted that
there are similar challenges faced in evaluating other complex health interventions, e.g. mental health strategies [32];
therefore, it should not be assumed that these challenges are insurmountable nor should it deter scienti�c advancement.
Identifying relevant outcomes to demonstrate CEC effectiveness and developing and validating measurement tools is
required. This can be done in parallel with efforts to de�ne the nature and scope of the ethics consultant’s role with a
view toward providing a foundation for robust future research, evidence-based interventions, enhanced practice
standards, and quality assurance. Ultimately, these efforts can provide a sound basis for demonstrating the value of
CEC.

Previous research has explored issues related to outcomes in healthcare ethics consults. For example, using a Cochrane
review, researchers evaluated the effectiveness of clinical ethics supports, including CEC, in controlled studies limited to
adult patients in intensive care units [33]. Other systematic reviews have assessed clinical ethics support services in the
end-of-life context, intensive care units [34], or have focused on the activities of ethics committees [35]. Another topic
examined through systematic review was CEC quality assessment tools [36]. There remains a need to provide an
overview of the available research on the evaluation of CEC that span the range of healthcare contexts and settings in
order to inform the development of a set of core outcomes for future research.

To address this gap in the literature, we undertook a scoping review to identify and map the outcomes reported in
evaluations of clinical ethics consultations. A secondary objective of this review was to provide a comprehensive
overview of CEC structures, processes, and roles to enhance understanding and to inform standardization. A scoping
review is the appropriate review methodology given the paucity of existing evidence and the need to clarify key
concepts, the types of evidence available, and to map the relevant outcomes across clinical care settings [37, 38]. The
research question guiding this scoping review question was the following: what types of outcomes of clinical ethics
consultations have been reported?

[1] We acknowledge the problematic use of the term ‘stakeholder’ to identify groups who have an interest in CEC or
whose lives or well-being will be impacted by CEC. This term has its origins in business and corporate relations
literature, and has been identi�ed by Indigenous and Aboriginal peoples as not respectful of their relation to their own
traditional land. Indigenous and Aboriginal peoples are not stakeholders in their own lands, but have roles in governing,
protecting and stewarding the territories for their members and future generations. See, for example, pg. 24 of
https://www.iphcc.ca/wp-content/uploads/2020/02/Cultural-Competency-Guideline-Report-June-2018.pdf. Henceforth,
we use ‘stakeholder’, a term that is ubiquitous in the engagement literature, with this deeper awareness and in
consideration of diverse communities.

Methods:
We sought to identify primary studies of CEC involving patients, substitute decision-makers and/or family members,
clinicians, healthcare staff and leaders. We searched the following electronic databases from inception to May 2021 to
identify research articles examining CEC in healthcare settings: Ovid MEDLINE ALL: Epub Ahead of Print, In-Process &
Other Non-Indexed Citations, Ovid MEDLINE® Daily and Ovid MEDLINE®, OVID Embase, OVID AMED (Allied and
Complementary Medicine), EBSCO CINAHL, Cochrane Central, ProQuest Philosopher’s Index, ProQuest Sociological
Abstracts, Ovid Social Work Abstracts, and Ovid PsycINFO. The search strategy was developed by an academic health
science librarian (EN) in collaboration with the project leads. The search strategy was translated using each database
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platform’s command language, controlled vocabulary, and appropriate search �elds. MeSH terms, EMTREE terms, AMED
thesauri terms, CINAHL headings, Thesaurus of Sociological Indexing terms, APA thesauri terms, and text words were
used for the core search concept of ethics consultations and evaluation. To capture the concept of evaluation, we used
a combination of search terms designed to retrieve primary studies that met our methodological criteria, including
randomized and non-randomized controlled trials; retrospective and prospective observational cohort studies; and
qualitative studies. When appropriate, we incorporated validated search �lters; for example, the Cochrane RCT �lter for
Medline [97]. Finally, we applied a human �lter to the Medline and Embase strategies [97]. No date, language, or
jurisdiction limits were imposed. The original search was run in January 2019 and run again in May 2021 (Figure 2). 

We attempted to identify additional studies by searching the reference list of relevant studies included for full-text
review, and by hand searching relevant journals identi�ed from the database searches. In addition, we attempted to
identify ongoing and/or unpublished studies by searching dissertation databases, relevant websites of professional
organizations, and clinical trials registries [101]. The trial registry search did not yield any results.

Articles retrieved from the searches were exported and saved in EndNote X9 reference management software [102]. We
used Covidence web-based literature review software and an in-house database for screening and data abstraction.

Screening: The search was executed and duplicates removed according to the auto- and hand-searching methods
outlined by Qi et al. [104] The research team members (JB, AH, AB, RS, JG, KR, DB, MS) independently screened titles of
studies retrieved using the search strategy and those from additional sources to identify studies that met the inclusion
criteria (see Table 1). If the eligibility of a study could not be determined by the study title, the reviewers screened the
abstract for relevance. The full text of studies deemed potentially eligible were retrieved and independently assessed for
relevance according to inclusion criteria. Any disagreement between reviewers over the eligibility of particular studies
was resolved through consultation with a third reviewer. The reviewers requested missing data from the study authors
when there was insu�cient information to conduct the review. Studies with insu�cient information regarding
intervention content (e.g., unable to determine whether the intervention was an ethics consult) were excluded from the
review.

Table 1: Study Inclusion Criteria 
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Participants Studies of patients, substitute decision-makers and/or family members, clinicians,
healthcare staff and leaders who were involved in clinical ethics consultation(s).

Intervention/Exposure Studies of clinical ethics consultations in a healthcare setting. For the purposes of this
review, clinical ethics consultations are de�ned by the following consensus statement: “a
service provided by an individual consultant, team, or committee to address the ethical
issues involved in a speci�c clinical case” [4]. 

Comparator/Control Studies of clinical ethics consultations including a comparison of standard care or active
control were eligible for inclusion. Studies of clinical ethics consultations without a
comparison group were also eligible.

Study designs Studies of clinical ethics consultations, including randomized and non-randomized study
designs, observational cohort studies, and qualitative studies to identify the outcomes
reported in primary studies evaluating clinical ethics consultations. Opinion articles, case
series and theoretical papers were not eligible for inclusion.

Context Primary studies of clinical ethics consultations in a healthcare setting.

Outcomes We aimed to identify the outcomes reported in evaluations of clinical ethics consultations.
Based on our clinical experience and preliminary searches, we anticipated that outcomes
would include assessments across the following domains:

1. Personal factors: e.g., moral distress
2. Process factors: e.g., facilitating consensus
3. Healthcare utilization: e.g., number of days admitted to hospital
4. Clinical factors: e.g., documentation of goals of care in the electronic medical record
5. Quality: e.g., satisfaction (service quality)
�. Economic: e.g., hospital charges

In total, our searches returned 56,479 articles. After removing duplicates and studies that did not meet the inclusion
criteria, 48 articles comprised this scoping study. (See Figure 1: Study Flow Diagram).

Data extraction: Data extracted from the included studies used a piloted standardized form. Extracted information
included: study design; study setting; population and participants; discipline of requestor; intervention components (e.g.,
setting, purpose of consult, individual consultant vs. team), and outcome assessments. The �rst author (JB) and two
other team members (ET, MS) extracted data independently and resolved discrepancies through discussion. A risk of
bias assessment was not conducted as this is not applicable for scoping reviews [105]. 

Data synthesis: Information was collated, summarized and reported in accordance with PRISMA-ScR reporting
standards [105]. 

Outcomes from the included studies were mapped across six conceptual domains as identi�ed a priori based on our
clinical ethics experiences and preliminary literature searches. These domains included: personal factors, process
factors, healthcare utilization, clinical factors, quality, and economic factors. Mapping occurred through an iterative
process of reviewing each study and interrogating which of the domains, if any, appropriately described outcomes
depicted. If a study included multiple outcomes without reference to primary, secondary, etc., each outcome presented
was categorized and interrogated separately in order of appearance in the study. Categorization occurred in accordance
with the primary description or emphasis, and study context. For example, a quality improvement study that discussed
the perceived helpfulness of the CEC in clarifying ethical issues could be categorized as representing a quality
(helpfulness) or a process factor (clarifying ethical issues). Since the study was a quality improvement design and
attention to helpfulness was the primary focus, we categorized this outcome as quality-related. In addition, some
studies reported outcomes within a particular domain, but were re-categorized according to our pre-speci�ed criteria in
an effort to systematize outcome domains in the �eld. For example, White (1997) reported increased knowledge as
related to satisfaction [79]. This was re-categorized for the purposes of our review as a personal factor since increased
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knowledge relates more broadly to a change in stakeholder perspective or experience. When con�icts in categorization
arose, the domain classi�cation was discussed and interrogated until a consensus was reached on its assignment.
Judicious notes and a decision bank of challenging outcome domain assignments were kept in the study database for
the review team to access for help in categorizing domain assignments.

Results:
Study Characteristics 

Forty-eight studies were included in the review, with a majority of studies conducted in the United States (n=27). Other
countries represented were Norway (n=4), the Netherlands (n=5), Sweden (n=4), Germany (n=2), as well as n=1 each
from Canada, Taiwan, Japan, Chile, and Australia. One study was conducted across Norway, Sweden, and the
Netherlands. More than half of the studies were conducted within a hospital setting (n=27). Three studies identi�ed the
setting as a pediatric hospital. Ten studies took place in adult intensive care units, and one study took place in a
neonatal intensive care unit. Additional study sites included aged care, community health and care, psychiatric
outpatient clinics, mental health care institutions, in-home care settings, mobile health clinics, and transgender care.
Two studies occurred across multiple settings, and one did not identify a clinical setting (Table 1). 

The predominant study design was quality improvement (n=13), followed by mixed method (n=10),
qualitative (n=9), randomized controlled trial (n=4), and retrospective/prospective or a combination (n=10). Standalone
methods included economic analysis and observational study. Twenty-eight studies identi�ed a time period; among
these the average length of study was 26.75 months. The majority of studies (n=33) were published in 2016 or earlier;
15 studies were published within the past 5 years, with a greater proportion being conducted in European countries. The
primary study population was healthcare professionals (n=29). Few studies focused on patients (n=7), even fewer on
family members or substitute decision-makers (n=1), and 11 studies combined two or more of these groups (i.e.,
patients, family members and/or health care professionals) (Table 1).  

Delivery Context 

The CEC intervention was most often identi�ed as a clinical / ethics / ethics committee consultation or service (n=34).
Six studies used the term moral case deliberation. Other descriptions referenced ethics consultation system, ethics case
re�ection sessions, ethics rounds, clinical ethics support, structured multidisciplinary medical-ethical decision making,
ethics intervention, and clinical ethicist involvement. Differences in terminology re�ected nuances in understanding and
delivery of CEC, including format, timing of the intervention (e.g., proactive or reactive), and processes (see Table 2).
Despite the different descriptors, studies nevertheless fell under the general category of clinical ethics consultation or
moral case deliberation given the similarity in structure, delivery, and purpose. 

Twenty-nine interventions were described as involving an ethicist(s) or ethics consultant(s), six involved an ethics
committee, and 13 involved a facilitator or healthcare professional with no formal ethicist title. Of the studies that
described credentials or quali�cations, the majority of CEC deliverers were described as having some training, education,
or certi�cation in ethics, ethics consultation, and/or moral case deliberation (n=9). Other experience or training included
postgraduate degrees (n=5), with some specifying doctorate (n=3) or master’s degree (n=1), fellowship (n=4), clinical
experience (n=5), training in medicine (n=3), ethics teaching experience (n=2), non-ethics speci�c skills training (n=3),
and “familiarity”, “knowledge,” or “expertise” with ethics (n=4). Some studies only identi�ed professional background
(e.g., lawyer, philosopher). Twenty-�ve studies (52%) did not discuss or were not clear with respect to the training,
credentials, or experience of the ethics consultant(s)/facilitator(s).
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Twenty-six studies reported that the intervention began upon request. Physicians were most frequently identi�ed as
requesting the consult (n=15), followed by relatives and family members (n=10), nurses (n=8), patients (n=8), and others
(n=6). Twenty-two studies did not identify the requestor, or a requestor was not applicable given the study design or CEC
delivery. Some studies described the purpose of the interventionist as delivering a recommendation, whereas others
described the primary role as facilitating a discussion without offering a particular solution. For example, while Molewijk
et al. described the role of the ethicist as, “that of a facilitator who does not give substantial advice and does not
morally justify or legitimize a speci�c decision” [67], Wocial et al. described one of the goals as making speci�c
recommendations [81]. Additionally, some studies described the process as involving stakeholder engagement, whereas
a few studies described a more solitary process of deliberation. For example, Orr and Moon referred to the intervention
as involving a consultant who discusses the case with the requestor and individually with members of the care team,
patient, family, and others involved in the con�ict [68]. Smith et al. identi�ed the process as involving a written
memorandum containing an ethical analysis and opinions about the case with no external deliberation [75]. For a full
description of the interventions, see Table 2. 

Outcome Domain Reporting

The top three outcome domains that studies reported on were quality (n=31), process factors (n=23), and clinical factors
(n=16).  Few studies assessed healthcare utilization (n=4) and economic outcomes (n=4). The majority of studies
examined multiple outcome domains. All six outcome domains were multidimensional and included a variety of
subthemes (see Table 3). 

Quality

Quality was the most frequently reported outcome domain (n=31). This domain captured the quality of the CEC,
consultant, and/or overall stakeholder experience as it related to perceived satisfaction, helpfulness, timeliness,
accessibility, and overall bene�t. Quality-related outcomes were primarily measured by survey (n=22), followed by
qualitative interviews or focus groups (n=7) and mixed methods (n=6). 

Helpfulness was the most frequent construct measured and reported (n=10). Helpfulness was related to the perceived
usefulness of the CEC in informing practice, the perceived overall bene�t of the CEC, the extent to which the CEC was
bene�cial in assisting in patient care, the importance for physician education and medical treatment, whether a CEC
would be used in the future, effectiveness in providing emotional support, mediating disputes, clarifying ethical issues,
and improving communication (see Table 4). Other prominent quality subthemes included satisfaction (n=8), quality of
experience and/or service (n=5), overall experience (n=4), usefulness/practical implications (n=3), and value of
experience (n=2), as well as ability to improve practice (n=1) and effectiveness (n=1).

Respondents in almost all studies reported a positive or bene�cial encounter with CEC either in terms of overall
experience, quality, usefulness, value, helpfulness, or satisfaction (n=28), with healthcare professionals being the most

frequently examined group (n=26).
[1]

 Seven studies reported a moderate to high level of satisfaction with the CEC
experience. These were described in various ways: an inclination to use the service again or recommend the service to
others, the degree of consensus between stakeholders, the ability to meet perceived goals, general satisfaction with the
service or intervention, the positive or negative nature of the experience, practical usefulness, and the impression of the
intervention. White, Dunn, and Homer reported speci�cally on low levels of satisfaction, with shared decision making,
documentation adequacy, and increased knowledge of ethical issues receiving the lowest satisfaction scores [79]. Only
one study by found that the respondents’ overall experience with CEC was negative (n=1) [40], although other studies
suggested improvements that could be made [74]. Negative experiences were attributed to factors such as a lack of
structure in the consult, a lack of timeliness, or an absence of integration into clinical practice [40, 74].
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Among the 10 studies evaluating helpfulness, eight reported CEC to be helpful. These eight studies situated helpfulness
with respect to resolving issues or con�ict (n=5), identifying, analyzing, and clarifying issues and/or values (n=5), and in
providing education (n=3). Some studies concluded that the intervention improved interpersonal and professional
qualities such as mutual understanding and cooperation, personal ethical re�ection and insight, and ability and
con�dence to act in practice. Respondents in a few studies would seek CEC again (n=2) or would recommend the
service to others (n=4). Insights and cross-comparisons between participant groups who experienced higher or lower
levels of each attribute are di�cult to ascertain given insu�cient statistical power or incomplete reporting on the
perspectives of certain stakeholder groups, such as patients and families (Table 4). 

Process Factors 

Process factors comprised the second most reported outcome domain (n=23). Process factors referred to any set of
activities that occurred between the CEC provider and other stakeholders, such as identifying, clarifying, resolving ethical
issues, reaching consensus, and facilitating understanding of different viewpoints (Table 5). Process factors were
identi�ed by qualitative interviews or focus groups (n=13), survey (n=10), mixed methods (n=3) and record review (n=1). 

The most reported subtheme in the process factors domain was purpose and/or impact of the intervention (n=14). Other
subthemes included establishing consensus and integration (n=3), identi�cation (n=1), advancing care (n=1),
helpfulness (n=2), support (n=1), and clari�cation (n=1). 

With respect to the dominant subdomain, the data demonstrate a diverse understanding within and across stakeholder
groups regarding the purpose and impact of ethics intervention. Many study respondents perceived ethics involvement
to be most effective with respect to identifying or further elucidating core [ethical] tensions or barriers to resolution
(n=8), facilitating the sharing of viewpoints and better communication between stakeholders (n=5), and/or achieving
resolution, consensus, or clarity on the problem at hand, plan of action, or desired outcome (n=7). Five studies
additionally reported ethics intervention as having an impact by improving individuals’ feelings of safety and support
(n=2), trust (n=2), and con�dence in decisions (n=1). Two studies reported ethics intervention as increasing mutual
understanding and respect within and between stakeholder groups, as well as providing valuable education (n=4) or an
objective opinion on the problem at hand (n=3).

However, some studies were less sanguine about these descriptors. For example, Weidema et al. reported that ethics
intervention revealed team con�icts, but maintained that it did not assist in solving them due to the ethical issues being
too complex or ambiguous [77]. This �nding is corroborated by Vrouenraets et al. who reported that enabling concrete
steps to navigate ethically di�cult situations was the least common outcome associated with ethics interventions [85].
In some studies, the positive impact of CEC was not consistent across stakeholder groups. Yen and Schneiderman, and
Schneiderman et al., for example, found that the positive experience reported by physicians was not experienced by
family members, with 75% strongly disagreeing that an ethics intervention was important for resolving ethical issues
[72, 83]. Other studies reported dissatisfaction when expected outcomes were not met, such as the expectation of
resolution or the formulation of a clear plan of action [47]. In studies that provided recommendations for process-related
improvement, respondents prescribed better communication with the health care team [82]. Poor communication,
complexity, and ambiguity were also reported as barriers to the resolution of ethical problems in other studies in the
process domain category [77]. 

Clinical Factors  

Sixteen studies were coded under the clinical factors domain, which was related to a change in the clinical care of the
patient, including but not limited to, adherence with a recommendation, agreement with a recommendation, a decision
about care or treatment, concordance between patient wishes and treatment delivered, a change in treatment plan, a
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reduction of non-bene�cial treatment, and/or con�ict resolution regarding patient care (Table 6). The majority of studies
in this domain utilized record review as the method of data collection (n=13). Other methods included survey (N=6),
qualitative interviews (n=1) and mixed methods (n=1). 

Studies that reported on clinical factors examined a narrower set of characteristics compared to other domains; patient
management and provision of care was the most frequently reported construct (n=8). Patient management and
provision of care included the following indicators: the presence of, or recommendation to change, particular orders or
decisions (e.g. do-not-resuscitate orders, withholding/withdrawal orders, life-sustaining treatment, limits of care,
requests for services, and pain management), provision of palliative care and/or chaplaincy services, agreement with a
decision, and a change in treatment plan, plan of care, or patient management. Other subthemes reported in this domain
included non-bene�cial care (n=3), implementation/adherence (n=2), clinical consensus (n=2), quality of care (n=1), and
coercion (n=1).

Constructs, outcomes, and measures varied considerably between the studies examining patient management and
provision of care, despite their similarities. For example, Dowdy, Robertson, and Bander measured the presence of
particular constituents of care, understood by the term quality of communication index — communication and decision
making that resulted in a treatment order between a control and ethics intervention group. These researchers noted a
“higher communication score” and signi�cant difference between intervention and control with respect to the presence
of do-not-resuscitate (DNR) and life-sustaining treatment decisions [51]. Another study by Cohn et al. examining
communication and decision-making, measured the level of agreement with the decision and the degree of change that
occurred due to CEC. Healthcare provider respondents were signi�cantly more likely than family members to report a
high degree of agreement with the outcome of the ethics consultation, and both healthcare providers and patient/family
perceived similar degrees of change to the plan of care following CEC [46]. Other studies measuring patient
management considered whether consultations changed patient care, measuring the change rather than the presence
(or not) of particular types of care. Outcomes demonstrated that the majority of respondents reported CEC changing
patient management in some regard, with most changes occurring due to the consultation prompting the withholding of
life support therapies that would have otherwise been used [70]. Thus, despite parallels across the various constructs,
differences exist with regards to the terminology (and their related understandings) and measurement of outcomes. 

Wide variation also existed in measures and outcomes with respect to non-bene�cial treatment, with minimal consensus
on what might be considered and measured as non-bene�cial, as well as what can be concluded with respect to the
impact of CEC on the provision of non-bene�cial treatment. For example, Schneiderman, Gilmer, and Teetzel measured
the number of ICU days and life-sustaining treatments in patients who died before discharge. They reported a reduction
in ICU days, days receiving arti�cial nutrition and hydration, percentage on ventilation, and days receiving ventilation in
patients receiving consultation compared with the control [72]. In later research, which focused on number of ICU days,
hospital days, and life-sustaining treatment in patients who did not survive to discharge, Schneiderman et al. found no
signi�cant difference between intervention and control; however, a pattern in the reduction of hospital and ICU days with
ethics intervention was observed. Additionally, this study justi�ed outcomes as “non-bene�cial” because they were
perceived to “represent a failure to achieve a fundamental goal of medicine” [73]. Another study by Andereck et al.
examined non-bene�cial treatment among patients receiving ventilation and/or arti�cial nutrition. While the intervention
and control groups varied by one median day, the authors did not make any causal claim with respect to ethics
intervention and reduction in the provision of these treatments [39].  

Personal Factors 

Personal factors was the fourth most reported on domain (n=11). Studies coded under this domain related to changes
in personal state or stakeholder (patient/family/surrogate/health care professionals) perspective or experience; for
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example, moral distress, enhanced knowledge, patient survival/morality, and/or feeling supported (Table 7). Data
collection methods included survey (n=7), record review (n=2) and qualitative interviews (n=1). One study utilized both
qualitative interview and record review.

Subthemes explored under the personal factors domain included perceived value and outcomes (n=3), patient mortality
(n=3), experience (n=2), moral distress (n=2), learning (n=1), con�dence (n=1), suffering (n=1), and clarity (n=1). With
respect to perceived value and outcomes, understandings consisted of value for self and practice, impact on the
individual, impact on values, changes to perspective during the session, changes to perspective in practice, and whether
any outcomes were experienced at all during the session and/or in practice. Interestingly, other subthemes did not
demonstrate as much variation.

Findings of the studies that examined the perceived value of CEC resulted in a variety of understandings of perceived
values and outcomes with respect to ethics interventions. Respondents most frequently reported ethics interventions as
valuable for enhancing their understanding and awareness of ethical issues (n=4), developing con�dence (n=2),
fostering open communication and expression of feelings (n=2), improving mutual understanding and cooperation
(n=2), enabling and delivering solutions (n=2), improving skills (n=2), and achieving consensus (n=2). Brännström et al.
described the experience as encouraging stakeholders to meet in an ethical “free zone” in which the nature of the
intervention created a safe and inclusive forum for stakeholders to express their viewpoints and to be heard in a space
where they felt con�dent and trusted [45]. Wocial, Molnar, and Ott recommended effective communication with the
health care team as an area for improvement [82]. 

Notably, most respondents in the two studies measuring moral distress reported a reduction in levels of distress
following CEC intervention. Respondents in these studies consisted of health care providers, such as nurses and
physicians. Moral distress levels were not measured among patients, families, or other stakeholder groups [57, 81].
Other studies reported perceived increases in clarity, con�dence, and learning among providers [70]. With respect to
patient outcomes, no signi�cant difference in mortality rate was observed between participants who received ethics
intervention and those who did not [39, 56, 73]. 

Healthcare Utilization 

A few studies reported on healthcare utilization (n=4). Data collection methods consisted entirely of medical record
review. Studies coded under this domain evaluated outcomes in terms of service users’ consumption of health-related
resources (Table 8). All four studies evaluated outcomes in terms of length of stay and sought to examine whether
length of stay was reduced following ethics intervention, both in terms of length of hospital stay (n=4) and length of
stay in the ICU, speci�cally (n=3) pre- and post-intervention. While two studies denoted a shorter length of stay in the
intervention arm compared to the control [55-56], one study identi�ed no statistically signi�cant difference [39], and one
study found length of stay in relation to discharge status signi�cant [51]. 

Economic Outcomes 

Economic outcomes were reported infrequently (n=4). Studies falling within this domain measured the �nancial impacts
of CEC or used hospital records to compare cases involving ethics interventions to those that did not. Subthemes
included measures of cost and cost avoidance, the former including descriptions such as total cost of stay, inpatient
stay costs (total service cost + acute inpatient cost + ICU room and board), net cost of consultation, and charges for
patients. Cost avoidance included variables such as cost for treatment, expenses avoided or added for patients
receiving consultation, and total cost avoidance (variable costs + �xed costs) (Table 9).  



Page 12/22

Outcomes across these four studies were not congruent with respect to actual and perceived impact of CEC. A study by
Meltzer, Heilicser, and Siegler examining cost avoidance through retrospective record review drew a strong connection
between ethics intervention and cost, reporting a $288,827.00 total cost avoidance over a six-month period, with savings
obtained by decreasing length of stay, costs associated with resuscitation, number of surgical and diagnostic
procedures, among other factors. This was compared to the expense of ethics support and resources, which was
reported to be $12,000 for each patient who received consultation. Qualitative reporting in this study re�ected similar
outcomes: 69% of consultations resulted in cost avoidance, and an additional 10% resulted in potential cost savings.
Researchers in this study asserted that cost savings would have been greater if ethical recommendations were followed
[66]. Similarly, Gilmer et al. demonstrated comparable �ndings with an estimated annual savings of $157,380.00 related
to ethics consultation practice [55]. On the other hand, while reporting a reduction in average charges compared to
baseline groups, two studies did not report signi�cant differences between intervention and control with ethics
intervention [39, 51]. In fact, Dowdy, Robertson, and Bander speci�cally asserted that despite a reduction in costs, this
difference was not statistically signi�cant enough to demonstrate the e�cacy or causal relationship between ethics
consultation and cost reduction [51]. 

[2]
 This includes quality studies that examine healthcare professionals as a standalone group, or in conjunction with

other study populations (e.g. healthcare professionals and families) 

Discussion:
The current study is the �rst scoping review focused on outcome measures in CEC across healthcare settings. The 48
studies were highly heterogeneous and varied considerably with regard to format and processes of ethical intervention,
the credentials of interventionist, the population of study, the outcomes reported, and the measures employed. In
addition, few studies used validated measures. Regarding the quality domain, which was the most frequently reported
domain, “helpfulness” was the most common feature of quality and related to a variety of goals and processes of the
CEC or was a standalone assessment of overall experience with CEC. Across the various studies that assessed
helpfulness within this domain, we did not identify consistency in characteristics associated with helpfulness, CEC
approaches, population sampled, measures, or how potential biases about the outcome of the consultation
(agreement/disagreement with the decision or recommendation) were managed in this context. Standardization of
outcomes would help ensure reliable measurements and meaningful comparisons.

Previous research has attempted to identify relevant outcomes using the Delphi method of consensus [87]. Although
this study represents a strong starting point, it is not comprehensive and did not engage all relevant stakeholders. This
is salient given the broad variety of persons that CEC serves, including patients. It is important to address patient-
reported outcomes, as patient voices are increasingly recognized as central to research legitimacy and scienti�c
advancement. Additionally, McClimans et al. focused more broadly on the role of support services in clinical ethics.
However, without clear understanding of what these services encompass, and lack of standardized intervention, the �eld
requires further research that addresses CEC speci�cally to more accurately evaluate and assess the effects of ethics
interventions. As was the case with the McClimans et al. study, the current review notes the omission of patient
perspectives in CEC evaluations. Most respondents in the studies reviewed were healthcare professionals, and very few
surveyed the views of patients and families in assessing CECs.

The lack of consistent constructs, variation in how constructs are named and understood, different models of CEC
intervention, and a lack of validated tools detract from our ability to build an evidence base for CEC. Ultimately, without
this evidence base, our ability to meaningfully support patient and professional decision-making remains in question as
there is uncertainty regarding CEC effectiveness. Moreover, our ability to engage with what constitutes ‘good’ patient
care may be compromised, especially within the context of an increasingly diverse patient population.
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More evidence is being shared regarding the colonial structures upon which our healthcare systems are built [88, 89, 90].
In particular, evidence pertaining to the racist practices and policies that exist, the conscious and unconscious bias
imposed, the outright discrimination and inequities in access to care experienced by racialized and marginalized groups
[91, 92]. As a �eld, bioethics and by extension those who practice CEC, are also impacted by conscious and unconscious
bias and must grapple with how best to combat racism and other forms of oppression in the provision of our services
and in health care more generally [93, 94, 95]. Historically, the �eld has responded to racism or issues related to racial
oppression with a view towards ‘neutrality’ or the “idea that ideal [ethical] deliberation would ignore race and hence
prevent bias” [106]. However, neutrality perpetuates racism by ignoring the systemic injustices experienced by racialized
and marginalized groups that differentially affect their health. Neutrality is thus not only inappropriate for ensuring anti-
discriminatory and anti-racist practices, but it is ultimately an affront to human dignity and the right to safe, accessible
care. At present, we do not know whether CEC is doing a good job in addressing racism and promoting social justice,
since this review reveals that CEC evaluation is not inclusive of diverse patient perspectives nor are we measuring
outcomes such as anti-racism, patient safety and the provision of culturally appropriate care. Without a more inclusive
understanding and evidence base for CEC, we risk grave human rights and safety implications for those who experience
marginalization and oppression due to intersecting aspects of their identity, such as race, class, age, ability, and gender.

To resolve the apparent lack of diverse perspectives and consensus in evaluating CEC, we offer two potential
recommendations: enhanced international collaboration and the development of a core set of outcomes as identi�ed in
the MRC framework, both of which are to be guided by a commitment to the principles of equity, diversity and inclusion.

International Collaboration
Almost all the studies included in this scoping review were conducted in the United States (n = 27) or European countries
(n = 18). Other countries were Japan (n = 1), Taiwan (n = 1), and Chile (n = 1). It may be advantageous for ethicists to
collaborate on research even though study sites and roles may be unique to different jurisdictions. In order to be more
attentive to and inclusive of the perspectives of diverse groups globally, understanding of how CEC might differ in varied
cultural contexts and the nuances of CEC beyond European and Westernized approaches to CEC may provide valuable
learnings of bene�t to all. There is also opportunity to seek insights and potential collaboration from colleagues
involved in evaluating research ethics review and oversight (e.g., the Consortium to Advance Ethics Effective Research
Ethics Oversight (AERO)). Although there are important differences between research ethics and CEC, the challenges
with measurement and identifying relevant outcomes within a value-laden context are similar.

Set Of Core Outcomes
The current scoping review highlights the need to create a set of core outcomes through a comprehensive stakeholder
engagement process that considers the action-guiding values of equity and anti-oppressive practices. The creation of
this outcome set could also consider the agreement and disagreement among various stakeholders on the importance
of each outcome, and note any limitations that should be recognized when applying these outcomes in empirical study.
For example, the context and values-plurality of CEC has been recognized as an important factor in identifying
outcomes in ethics consultations. Problems arise with pragmatic outcomes such as non-bene�cial treatment or cost
and satisfaction, when these overwhelm or con�ict with the ultimate goals of CEC such as addressing value-related
con�icts [9]. De�ning non-bene�cial treatment solely by measuring a patient’s days in the ICU could, after all, be seen as
discordant with a fundamental goal of CEC, which is to ensure respect for patients’ values. The meaning of “bene�t,” by
most accepted accounts, is contingent on the patient’s wishes and values, which are to be understood as culturally and
historically located, as well as the unique circumstances of the case [9]. A patient’s desire to continue with ventilator
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support until their grandchild is born, for example, might strike the clinical team as a poor use of healthcare resources,
but it is not inconceivable that a good CEC outcome would include the recommendation to retain the patient’s full code
status until that wish is ful�lled. There may be an additional layer of cultural meaning ascribed to beginning of life
rituals or religious practices that is contributing to the patient’s wishes, in which case supporting the recommendation to
maintain full code status would also respect the patient’s cultural or religious identity.

A core outcome set can identify the most relevant outcomes, based on stakeholder perspectives and empirical research,
and the limitations of these outcomes. This allows �exibility in applying outcomes to a particular empirical study on
CEC effectiveness while preserving the context speci�city of CEC and the value-laden nature of the study outcome.
Standardization, then, can (in time) be constructed within a robust and comprehensive core outcome set with accepted
de�nitions and validated measures. Contemporaneously, the actual application of outcomes to the study of CEC will
depend on the context. This requires multi-variable measurement to assess a thorough combination of relevant
outcomes. Description of the methods and outcomes and any methodological limitations will need to be described in
the study, but this is similar to any scienti�c enterprise and complex intervention where value-neutrality cannot be
assumed. The process outcomes identi�ed allow for �exibility in terms of CEC and values -- thus they might be the
preferred outcomes. Also, the outcomes identi�ed may not be complete; there may be additional outcomes that have not
yet been identi�ed but that would be regarded as important by relevant stakeholders. Thus, pursuant to The Core
Outcome Measurement in Effectiveness Trials initiative (an international collaborative that has described methodology
to pursue core outcome sets) future research should seek to engage stakeholders and to develop consensus
engagement and consultation.

Limitations:
This study was con�ned to peer-reviewed academic literature and did not retrieve grey literature that might have shed
light on some of the issues discussed. Further, the study method did not analyze or categorize the set of articles in terms
of publication year; results published in the last 5 years were treated in the same way as results published 20 years ago.
Finally, although the search strategy was not limited to English language, one study that was potentially eligible for
inclusion in the review based on its title was excluded at full-text screening because it was not written or translated into
English.

Conclusion:
There is a need for the international clinical ethics community to determine standardized outcome measures in CEC
evaluation research. Despite the bene�ts of standardized outcomes in research, there is also a need to resist the
gravitational bias of evidence-based medicine and the hegemony of the physical sciences in the quest for de�nitive
cause and effect [97]. The MRC framework, while on the one hand offers a useful guide to position CEC as relevant to
health care, should be recognized as reproducing the development of complex interventions within a positivist paradigm
inherent to medical practice and clinical science generally. There is a need to broaden the framework to include alternate
epistemologies, including traditional and Aboriginal ways of knowing, and an anti-oppressive lens. Con�icts in values
between patients and professionals, or between patients and families and clinical teams and hospital administrators,
are not easily resolved and may relate to systemic injustices and historical trauma. These issues do not lend themselves
to methodologies and methods that privilege the dominant perspective, observable facts, and concrete causality. The
values-based realm of clinical ethics is context-bound, di�cult to measure, and requires highly skilled facilitation to be
effective. As is the case with other �elds that encompass complex human behaviors and values (e.g., educational
science), generalizable knowledge of CEC outcomes constitute one part of the overall research life-cycle. If the goal is to
improve understanding of ethics in healthcare practice, producing generalizable knowledge should not necessarily be
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viewed as “the pinnacle and primary goal of research activity” [97], although it can provide an important contribution.
While we appreciate the challenges to precision in the development of measures for CEC, we should not rest content
with less precision than our �eld will allow. As Aristotle’s famous aphorism from the Nichomachean Ethics concludes:

Our discussion will be adequate if it has as much clearness as the subject-matter admits of, for precision is not to be
sought for alike in all discussions, any more than in all the products of the craft [98].

Declarations:
Ethics approval and consent to participate: Not applicable. 

Consent for publication: Not applicable. 

Data availability: The datasets analysed during the current study are available from the corresponding author on
reasonable request

Competing interests: The authors declare that they have no competing interests.

Funding: This research did not receive any funding. 

Authors’ contributions: All authors (JAHB, AMH, JG, AB, DZB, RRS, KR, MS, ET, EN, CB) were involved in the
conceptualization of the research and reviewed, edited, and approved the �nal manuscript. JAHB was the principal
investigator and oversaw all research activities. EN was the librarian and MS and ET were graduate research assistants
who assisted with data synthesis and analysis activities. MS contributed towards an initial draft of the manuscript.

Acknowledgements: Amy Deckert assisted with research conceptualization and Tim Mt. Pleasant assisted with data
management.

References:
1. Fletcher JC, Hoffman DE. Ethics Committees: time to experiment with standards. Ann Intern Med. 1994; 120(4):

335-338.

2. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating complex interventions:
new guidance [Internet]. United Kingdom: Medical Research Council; 2021 [cited 2021 Dec 20]. 39 p. Available from:
https://webarchive.nationalarchives.gov.uk/ukgwa/20220207162925/http://mrc.ukri.org/documents/pdf/complex-
interventions-guidance/ 

3. Schildmann J, Nadolny S, Haltaufderheide J, Gysels M, Vollmann J, Bausewein C. Do we understand the
intervention? What complex intervention research can teach us for the evaluation of clinical ethics support services
(CESS). BMC Med Ethics. 2019 Jul; 37(1): 48. 

4. Fletcher JC, Siegler M. What are the goals of ethics consultation? A consensus statement. J Clin Ethics. 1996;7(2):
122–126. 

5. Fox E, Danis M, Tarzian AJ, Duke CC. Ethics consultation in U.S. hospitals: a national follow-up study. Am J Bioeth.
2021 Mar; 1-14. 

�. Picozzi M, Gasparetto A. Clinical ethics consultation in the intensive care unit. Minerva Anestesiol. 2020
Jun;86(6):670-677

7. Haltaufderheide J, Nadolny S, Gysels M, Bausewein C, Vollmann J, Schildmann JJN. Outcomes of clinical ethics
support near the end of life: a systematic review. Nurs Ethics. 2020 May; 27(3): 838-854. 



Page 16/22

�. Molewijk B, Schildmann J, Slowther A. Integrating theory and data in evaluating clinical ethics support. still a long
way to go. Bioethics. 2017 Apr; 31(4): 234-236. 

9. Craig JM, May T. Evaluating the outcomes of ethics consultation. J Clin Ethics. 2006; 17(2): 168–180.  

10. Directie Innovatie, Beroepen en Ethiek [Directorate of Innovation, Professions, and Ethics]. Agenda ethiek en
gezondheid [Agenda Ethics and Healthcare]. Netherlands: Ministerie van Volksgezondheid, Welzijn en Sport
[Ministry of Health, Wellbeing and Sports]; 2006. 24 p. Available from: https://adoc.pub/agenda-ethiek-en-
gezondheid-2006.html 

11. Ong YT, Yoon NYS, Yap HW, Lim EG, Tay KT, Toh YP, et al. Training clinical ethics committee members between
1992 and 2017: systematic scoping review. J Med Ethics. 2020; 46(1): 36-42. 

12. Brummett AL. Credentialing ethics expertise. Am J Bioeth. 2020 Feb; 20(3): 50-52.

13. Glover AC, Cunningham TV, Sterling EW, Lesandrini J. How much volume should healthcare ethics consult services
have? J Clin Ethics. 2020; 31(2): 158-172. 

14. Meredyth NA, Fins JJ, De Melo-Martin I. Ethics consultation in surgical specialties. HEC Forum. 2021 Mar; 34(1): 89-
102. 

15. Wasson K. Engaging with a new taxonomy for clinical ethics consultation: what are the implications? Am J Bioeth.
2019; 19(11): 69-70. 

1�. Moreno J. What is a Clinical Ethicist? Am J Bioeth. 2019; 19(4): 4-5. 

17. Pearlman R, Bottrell MM, Altemose J, Foglia MB, Fox E. IntegratedEthicsTM staff survey: a tool to evaluate and
improve ethical practices in healthcare. Am J Bioeth. 2013 Jan; 4(1): 7-19. 

1�. Pearlman R, Cohen J, Bottrell M, Foglia MB, Fox E. Perceptions of clinical ethics practices: IntegratedEthicsTM staff
survey data from the VA health care system. AJOB Prim Research. 2013 Jan; 4(1): 20-33. 

19. Fox E. Evaluating ethics quality in health care organizations: looking back and forward. AJOB Prim Research. 2013;
4(1): 71-77. 

20. McClimans L, Pressgrove G, Rhea J. A qualitative study of US clinical ethics services: objectives and outcomes.
Narrat Inq Bioeth. 2016; 6(2): 127-142. 

21. Schildmann J, Nadolny S, Haltaufderheide J, Gysels M, Vollmann J, Bausewein C. Limiting treatment in intensive
care: contributions and limits of ethics consultation. Crit Care Med. 2020 Feb; 48(2): 230-232. 

22. Jonson AR, Siegler M, Winslade WJ. Clinical ethics: a practical approach to ethical decisions in clinical medicine.
9th ed. New York: MacMillian Publishing Company; 1982. 

23. Reiter-Theil S. The Freiburg approach to ethics consultation: process, outcome and competencies. J Med Ethics.
2001 Apr; 27(Issue suppl 1): i21-23.

24. Fletcher JC, Spencer EM. Elements of an ethics consultation. J Clin Ethics. 2019; 30(2): 128-130. 

25. Feister, A. The failure of the consult model: why “mediation” should replace “consultation.” Am J Bioeth. 2007 Feb;
7(2): 31-32. 

2�. Feder K, Firn J. How should clinical ethics consultants support parents’ decision making? AMA J Ethics. 2019 Oct;
21(10): e831-837.

27. Leong MH, Seim K, Cann A, Fabrizi C. Metrics of ethics: how to measure the work and build medical ethics
consultative expertise to support the ICU and hospital. Am J Resp and Crit Care Med. 2019; 199(9). Available
from: https://www.atsjournals.org/doi/10.1164/ajrccm-conference.2019.199.1_MeetingAbstracts.A4304 

2�. Mills AE, Tereskerz P, Davis W. Is evaluating ethics consultation on the basis of cost a good idea? Camb Q Healthc
Ethics. 2005; 14(1): 57-64. 

https://adoc.pub/agenda-ethiek-en-gezondheid-2006.html
https://www.atsjournals.org/doi/10.1164/ajrccm-conference.2019.199.1_MeetingAbstracts.A4304


Page 17/22

29. De Snoo-Trimp JC, Molewijk B, De Vet HCW. De�ning and categorizing outcomes of Moral Case Deliberation (MCD):
concept mapping with experienced MCD participants. BMC Med Ethics. 2018; 19(1): 88. 

30. Svantesson M, Karlsson J, Boitte P, Schildman J, Dauwerse L, Widdershoven G, et al. Outcomes of moral case
deliberation – the development of an evaluation instrument for clinical ethics support (the euro-MCD). BMC Med
Ethics. 2014; 15:30.

31. De Snoo-Trimp JC, Widdershoven G, Svantesson M, de Vet R, Molewijk B. What outcomes do Dutch healthcare
professionals perceive as important before participation in moral case deliberation? Bioethics. 2017; 31(4): 247–
57.

32. Mul�nger N, Sander A, Stuber F, Brinster R, Junne F, Limprecht R, et al. Cluster-randomised trial evaluating a
complex intervention to improve mental health and well-being of employees working in hospital – a protocol for the
SEEGEN trial. BMC Pub Health. 2019 Dec; 19(1): 1694. 

33. Schildmann J, Nadolny S, Haltaufderheide J, Gysels M, Vollmann J, Bausewein C. Ethical case interventions for
adult patients. Cochrane Database Syst Rev. 2019 Jul; 7(7): CD012636. 

34. Au SS, Couillard P, Roze des Ordons A, Fiest K, Lorenzetti DL, Jette Nathalie. Outcomes of ethics consultations in
adult ICUs: a systematic review and meta-analysis. Crit Care Med. 2018 May; 46(5): 799-808. 

35. Crico C, Sanchini V, Casali PG, Pravettoni G. Evaluating the effectiveness of clinical ethics committees: a systematic
review. Med Health Care Philos. 2021; 24(1): 135-151. 

3�. Yoon NYS, Ong YT, Yap HW, Tay KT, Lim EG, Cheong CWS, et al. Evaluating assessment tools of the quality of
clinical ethics consultations: a systematic scoping review from 1992 to 2019. BMC Med Ethics. 2020; 21(1): 51. 

37. Munn Z, Peters MDJ, Stern C, Tufanaru C, McArthur A, Aromataris E. Systematic review or scoping review?
Guidance for authors when choosing between a systematic or scoping review approach. BMC Med Res Methodol.
2018 Nov; 18(1): 143. 

3�. Arksey H, O’Malley L. Scoping studies: towards a methodological framework. Int J Soc Res Methodol. 2005; 8(1):
19-32. 

39. Anderek WS, McGaughey WJ, Schneiderman LJ, Jonson AR. Seeking to reduce nonbene�cial treatment in the ICU:
an exploratory trial of proactive ethics intervention. Crit Care Med. 2014; 42(4): 824-830. 

40. Bahus MK, Førde R. Discussing end-of-life decisions in a clinical ethics committee: an interview study of Norwegian
doctors’ experience. HEC Forum. 2016 Sep; 28(3): 261-272.

41. Bartholdson C, Lutzen K, Blomgren K, Pergert P. Clarifying perspectives: ethics case re�ection sessions in childhood
cancer care. Nurs Ethics. 2016; 23(4): 421-431.

42. Bartlett VL, Finder SG. Lessons learned from nurses’ requests for ethics consultation: why did they call and what did
they value? Nurs Ethics. 2018 Aug; 25(5): 601-617.

43. Beca JP, Koppmann A, Chávez P, Delgado I, Solar S. Analysis of a clinical ethics consultation experience in intensive
care. Rev Med Chil. 2010 Jul; 138(7): 815-820.

44. Bliss SE, Oppenlander J, Dahlke JM, Meyer GJ, Williford EM, Macauley RC. Measuring quality in ethics consultation.
J Clin Ethics. 2016; 27(2): 163-175. 

45. Brännström M, Fischer Grönlund C, Zingmark K, Söderberg A. Meeting in a ‘free-zone’: clinical ethical support in
integrated heart-failure and palliative care. Eur J Cardiovasc Nurs. 2019 Oct; 18(7): 577-583.

4�. Cohn F, Goodman-Crews P, Rudman W, Schneiderman LJ, Waldman E. Proactive ethics consultation in the ICU: a
comparison of value perceived by healthcare professionals and recipients. J Clin Ethics. 2007; 18(2): 140-147.

47. Crigger N, Fox M, Rosell T, Rojjanasrirat W. Moving it along: a study of healthcare professionals’ experience with
ethics consultations. Nurs Ethics. 2017 May; 24(3): 279-291.



Page 18/22

4�. Day JR, Smith ML, Erenberg G, Collins RL. An assessment of formal ethics committee consultation process. HEC
Forum. 1994 Jan; 6(1): 18-30.

49. De Boer JC, Van Blijderveen G, Van Dijk G, Duivenvoorden HJ, Williams M. Implementing structured,
multiprofessional medical ethical decision-making in a neonatal intensive care unit. J Med Ethics. 2012 Oct; 38(10):
596-601. 

50. De Snoo-Trimp JC, Molewijk B, Ursin G, Brinchmann BS, Widdershoven GA, De Vet HC, et al. Field-testing the Euro-
MCD Instrument: experienced outcomes of moral case deliberation. Nurs Ethics. 2020 Mar; 27(2): 390-406. 

51. Dowdy MD, Robertson C, Bander JA. A study of proactive ethics consultation for critically and terminally ill patients
with extended lengths of stay. Crit Care Med. 1998 Feb; 26(2): 252-259.

52. Finder SG, Bartlett VL. Discovering what matters: interrogating clinician responses to ethics consultation. Bioethics.
2017 May; 31(4): 267-276.

53. Førde R, Pedersen R, Akre V. Clinicians’ evaluation of clinical ethics consultations in Norway: a qualitative study.
Med Health Care Philos. 2008 Mar; 11(1): 17-25. 

54. Fukuyama M, Asai A, Itai K, Bito S. A report on small team clinical ethics consultation programmes in Japan. J Med
Ethics. 2008 Dec; 34(12): 858-862.

55. Gilmer T, Schneiderman LJ, Teetzel H, Blustein J, Briggs K, Cohn F, et al. The costs of nonbene�cial treatment in the
intensive care setting. Health Aff (Millwood). 2005 Jul-Aug; 24(4): 961-971.

5�. Chen YY, Chu TS, Kao YH, Tsai PR, Huang TS, Ko WJ. To evaluate the effectiveness of health care ethics
consultation based on the goals of health care ethics consultation: a prospective cohort study with randomization.
BMC Med Ethics. 2014 Jan; 15(1): 1.

57. Jansen MA, Schlapbach LJ, Irving H. Evaluation of a paediatric clinical ethics service. J Paediatr Child Health. 2018
Nov; 54(11): 1199-1205.

5�. Janssens RMJPA, Van Zadelhoff E, Van Loo G, Widdershoven GAM, Molewijk BAC. Evaluation and perceived results
of moral case deliberation: a mixed method study. Nurs Ethics. 2015 Dec; 22(8): 870-880.

59. La Puma J, Stocking CB, Darling CM, Siegler M. Community hospital ethics consultation: evaluation and
comparison with a university hospital service. Am J Med. 1992 Apr; 92(4): 346-351.

�0. La Puma J, Stocking CB, Silverstein MD, DiMartini A, Siegler M. An ethics consultation service in a teaching
hospital. JAMA. 1988 Aug; 260(6): 808-811.  

�1. Löbbing T, Carvalho Fernando S, Driessen M, Schulz M, Behrens K, Kobert KKB. Clinical ethics consultations in
psychiatric compared to non-psychiatric medical settings: characteristics and outcomes. Heliyon. 2019 Jan; 5(1):
e01192.

�2. MacDonald RC, Weeks LE, McInnis-Perry G. End-of-life healthcare decision-making: the intermediary role of the
ethicist in supporting family caregivers and health professionals. Work. 2011; 40(1): 63-73.

�3. Magelseen M, Gjerberg E, Lillemoen L, Førde R, Pedersen R. Ethics support in community care makes a difference
for practice. Nurs Ethics. 2018 Mar; 25(2): 165-173.

�4. Magelseen M, Pedersen R, Milijeteig I, Ervik H, Førde R. Importance of systematic deliberation and stakeholder
presence: a national study of clinical ethics committees. J Med Ethics. 2020 Feb; 46(2): 66-70.

�5. McClung JA, Kamer RS, DeLuca M, Barber HJ. Evaluation of a medical ethics consultation service: opinions of
patients and health care providers. Am J Med. 1996 Apr; 100(4): 456-460.

��. Meltzer D, Heilicser BJ, Siegler M. The effect of clinical medical ethics consultation on healthcare costs. J Clin
Ethics. 2000; 11(1): 31-38.  



Page 19/22

�7. Molewijk B, Verkerk M, Milius H, Widdershoven G. Implementing moral case deliberation in a psychiatric hospital:
process and outcome. Med Health Care Philos. 2008 Mar; 11(1): 43-56.

��. Orr RD, Moon E. Effectiveness of an ethics consultation service. J Fam Pract. 1993 Jan; 36(1): 49-53.

�9. Orr RD, Morton KR, DeLeon DM, Fals JC. Evaluation of an ethics consultation service: patient and family
perspective. Am J Med. 1996 Aug; 101(2): 135-141.

70. Perkins HS, Saathoff BS. Impact of medical ethics consultations on physicians: an exploratory study. Am J Med.
1988 Dec; 85(6): 761-765.

71. Scherer A, Alt-Epping B, Nauck F, Marx G. Team members perspectives on con�icts in clinical ethics committees.
Nurs Ethics. 2019 Nov-Dec; 26 (7-8): 2098-2112.

72. Schneiderman LJ, Gilmer T, Teetzel HD. Impact of ethics consultations in the intensive care setting: a randomized,
controlled trial. Crit Care med. 2000 Dec; 28(12): 3920-3924.

73. Schneiderman LJ, Gilmer T, Teetzel HD, O’Dugan D, Blustein J, Cranford R, et al. Effect of ethics consultations on
nonbene�cial life-sustaining treatments in the intensive care setting: a randomized controlled trial. JAMA. 2003
Sep; 290(9): 1166-1172.

74. Silén M, Ramklint M, Hansson MG, Haglund K. Ethics rounds: an appreciated form of ethics support. Nurs Ethics.
2016 Mar; 23(2): 203-213.

75. Smith ML, Day J, Collins R, Erenberg G. A survey on awareness and effectiveness of bioethics resources. HEC
Forum. 1992; 4(3): 187-197. 

7�. Voigt LP, Rajendram P, Shuman AG, Kamat S, McCabe MS, Kostelecky N, et al. Characteristics and outcomes of
ethics consultations in an oncologic intensive care unit. J Intensive Care Med. 2015 Oct; 30(7): 436-442.

77. Weidema FC, Molewijk BAC, Kamsteeg F, Widdershoven GAM. Aims and harvest of moral case deliberation. Nurs
Ethics. 2013 Sep; 20(6): 617-631.

7�. White BD, Zaner RM, Bliton MJ, Hickson GB, Sergent JS. An account of the usefulness of a pilot clinical ethics
program at a community hospital. QRB Qual Rev Bull. 1993 Jan; 19(1): 17-24.

79. White JC, Dunn PM, Homer L. A practical instrument to evaluate ethics consultations. HEC Forum. 1997 Sep; 9(3):
228-246.

�0. Wirspa MJ, Carabini LM, Neely KJ, Kroll C, Wocial LD. Mitigating ethical con�ict and moral distress in the care of
patients on ECMO: impact of an automatic ethics consultation protocol. J Med Ethics. 2021 Jan; 47(12): e63. 

�1. Wocial L, Ackerman V, Leland B, Benneyworth B, Patel V, Tong Y, et al. Pediatric ethics and communication
excellence (PEACE) rounds: decreasing moral distress and patient length of stay in the PICU. HEC Forum. 2017 Mar;
29(1): 75-91. 

�2. Wocial LD, Molnar E, Ott MA. Values, quality, and evaluation in ethics consultation. AJOB Empir Bioeth. 2016; 7(4):
227-234. 

�3. Yen BM, Schneiderman LJ. Impact of pediatric ethics consultations on patients, families, social workers, and
physicians. J Perinatol. 1999 Jul-Aug; 19(5): 373-378. 

�4. Silén M, Svantesson M. Impact of clinical ethics support on daily practice- �rst-line managers’ experiences in the
Euro-MCD project. J Nurs Manag. 2019 Oct; 27(7): 1374-1383.

�5. Vrouenraets LJJJ, Hartman LA, Hein IM, De Vries ALC, De Vries MC, Molewijk BAC. Dealing with moral challenges in
treatment of transfender children and adolescents: evaluating the role of moral case deliberation. Arch Sex Behav.
2020 Oct; 49(7): 2619-2634.

��. Kana L, Shuman A, De Vries R, Firn J. Taking the burden off: a study of the quality of ethics consultation in the time
of COVID-19. J Med Ethics. 2022 Apr; 48(4): 244-249.  



Page 20/22

�7. McClimans L, Pressgrove G, Campbell E. Objectives and outcomes of clinical ethics services: a Delphi study. J Med
Ethics. 2019 Dec; 45(12): 761-769. 

��. Burnett K, Sanders C, Halperin D, Halperin S. Indigenous Peoples, settler colonialism, and access to health care in
rural and northern Ontario. Health & Place. 2020 Nov; 66(1): 102445. 

�9. Ortega AN, Roby DH. Ending structural racism in the US health care system to eliminate health care inequities.
JAMA. 2021 Aug; 326(7): 613-615. 

90. Yearby R, Clark B, Figueroa JF. Structural racism in historical and modern US health care policy. Health Aff
(Millwood). 2022 Feb; 41(2): 187-194. 

91. Browne AJ, Varcoe C, Lavoie J, Smye V, Wong ST, Krause M. Enhancing health care equity with Indigenous
populations: evidence-based strategies from an ethnographic study. BMC Health Serv Red. 2016 Oct; 16(1): 544. 

92. Gouldhawke M. The failure of federal indigenous healthcare policy in Canada [Internet]. Toronto: Yellowhead
Institute; [updated 2021 Feb 4; cited 2022 Mar 2]. Available from https://yellowheadinstitute.org/2021/02/04/the-
failure-of-federal-indigenous-healthcare-policy-in-canada/

93. Danis M. Putting anti-racism into practice as a healthcare ethics consultant. Am J Bioeth. 2021 Feb; 21(2): 36-38. 

94. Danis M, Wilson Y, White A. Bioethicists can and should contribute to addressing racism. Am J Bioeth. 2016; 16(4):
3-12.

95. MacDu�e KE, Patneaude A, Bell S, Adiele A, Makhija N, Wilfond B, et al. Addressing racism in the healthcare
encounter: the role of clinical ethics consultants. Bioethics. 2022 Mar; 36(3): 313-317. 

9�. Regehr G. It’s not rocket science: rethinking our metaphors for research in health professions education. Med Educ.
2010 Jan; 44(1): 31-39. 

97. Aristotle A. The Nicomachean Ethics. Brown L, editor. NY, USA: Oxford University Press ; 2009. (Oxford's World
Classics). 

9�. Higgins H, Green S, editors. Cochrane Handbook for Systematic Reviews of Interventions. Version 5.1.0. UK: The
Cochrane Collaboration; 2011.

99. J Clin Ethics. 1999 Spring; 10(1).

100. AJOB Prim Research. 2013; 4(1).

101. Find studies [Internet]. ClinicalTrials.gov. U.S. National Library of Medicine; [cited 2022Apr5]. Available from:
https://clinicaltrials.gov/ct2/search/index 

102. The Endnote Team. EndNote [Internet]. Endnote™ . Clarivate Analytics; 2013 [cited 2022Apr5]. Available from:
https://endnote.com 

103. Chen YY, Chen YC. Evaluating ethics consultation: randomised controlled trial is not the right tool. J Med Ethics.
2008 Aug; 34(8): 594-597.

104. Qi X, Yang M, Ren W, Jia J, Wang J, Han G, et al. Find duplicates among the PubMed, EMBASE, and Cochrane
Library Databases in systematic review. PloS One. 2013 Aug 20; 8(8): e71838. 

105. Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun, Levac D, et al. PRISMA extension for scoping reviews (PRISMA-
ScR): checklist and explanation. Ann Intern Med. 2018 Oct 2; 169(7): 467-473. 

10�. Braddock CH. Racism and bioethics: the myth of color blindness. Am J Bioeth. 2021 Feb; 21(2): 28-32.

Tables:
Tables 1 to 9 are available in the Supplementary Files section

Figures



Page 21/22

Figure 1

Study Flow Diagram
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Figure 2

MEDLINE ALL search strategy 
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