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Abstract 

Background:  Clinical ethics consultations (CEC) can be complex interventions, involving multiple methods, stake-
holders, and competing ethical values. Despite longstanding calls for rigorous evaluation in the field, progress has 
been limited. The Medical Research Council (MRC) proposed guidelines for evaluating the effectiveness of complex 
interventions. The evaluation of CEC may benefit from application of the MRC framework to advance the transparency 
and methodological rigor of this field. A first 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 deci-
sion-makers and/or family members, clinicians, healthcare staff and leaders. Outcomes were mapped across five con-
ceptual domains as identified a priori based on our clinical ethics experience and preliminary literature searches and 
revised based on our emerging interpretation of the data. These domains included personal factors, process factors, 
clinical factors, quality, and resource 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 out-
come domains that studies reported on were quality (n = 31), process factors (n = 23), and clinical factors (n = 19). 
The majority of studies examined multiple outcome domains. All five 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 confirmed lack of standardization represents a hindrance to the pro-
vision of high quality intervention and CEC scientific progress. Insights gained can inform the development of a core 
outcome set to standardize outcome measures in CEC evaluation research and enable scientifically rigorous efficacy 
trials of CEC.
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Introduction
Clinical ethics consultations (CEC) can be complex inter-
ventions involving multiple methods, stakeholders, and 
ethical principles or values, often in conflict. Despite 
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longstanding calls for rigorous evaluation in the field 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, identification of important out-
comes, understanding processes, and the assessment of 
intervention fidelity. The evaluation of CEC may benefit 
from application of the MRC framework to advance the 
transparency and methodological rigour of this field [3]. A 
necessary first 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 specific 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 definition encompasses a variety of clin-
ical ethics cases, from the relatively straightforward (e.g., 
clarifying the role of the substitute decision maker) to more 
complex (e.g., mediating entrenched values-disagreement) 
and service models, 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 specific 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 to 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 [8, 9]. 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 field for rig-
orous evaluation research [10–12].

The extant literature focuses on identifying the scope 
and expertise of ethics consultants, including ethics train-
ing [13] and credentialing [14]. Furthermore, despite some 
limitations, descriptive information about CEC services, 
including consult volumes [15], roles of consult requestors, 
and types of ethical issues prompting consultation is avail-
able in the U.S. and in Europe [16]. However, questions 
about the nature and scope of the role or roles of ethics 
professionals persist (e.g., are they moral authorities [17]? 
Are they advocates [18]?) and empirical or methodological 

issues continue to be debated (How do we measure moral-
ity? What is a ‘good’ consultation outcome [11]?). Studies 
assessing the quality of CEC are numerous [19–21]; how-
ever, some acknowledge the difficulty of measuring quality 
when there remains a lack of clarity and consensus about 
the goals of CEC and the best outcome domains to measure 
[22, 23]. Other studies discuss limitations posed by a lack of 
standardization in regard to the structure of CEC, the pro-
cesses and methods employed, and the unique complexi-
ties of individual cases that inform the ethics consultant’s 
activities [24]. For example, a lack of standardized organi-
zational policies that define 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 recommen-
dation [25–28]. Feder and Firn argue that the CEC should 
“take a personalized and values-based approach to facilitat-
ing decision-making that acknowledges context and a plu-
rality of possible ‘right’ answers” [29]. Contextual features 
may include the setting, inter-professional dynamics and 
behavior, interventionist characteristics, institutional cul-
ture, and nuances in patient cases (e.g., characteristics, diag-
noses, 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 stand-
ardization and effectiveness studies; however, it is not nec-
essarily 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 rele-
vant or desired to CEC; for example, the American Tho-
racic Association and other critical care societies have 
recommended CEC as a way to prevent inappropriate 
treatment [30]. Although it is useful to know what out-
comes would be regarded as desirable by critical care 
providers, it must be acknowledged that CEC serve a 
variety of stakeholders,1 including patients and families, 

1  We acknowledge the problematic use of the term ‘stakeholder’ to iden-
tify 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 rela-
tions literature, and has been identified 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-​conte​
nt/​uploa​ds/​2020/​02/​Cultu​ral-​Compe​tency-​Guide​line-​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 commu-
nities.

https://www.iphcc.ca/wp-content/uploads/2020/02/Cultural-Competency-Guideline-Report-June-2018.pdf
https://www.iphcc.ca/wp-content/uploads/2020/02/Cultural-Competency-Guideline-Report-June-2018.pdf
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and their values may not be congruent with those of their 
clinicians. Furthermore, non-beneficial treatment and 
cost-effectiveness have been problematized from within 
the field and have been viewed as unreliable outcome 
measures, unable to capture the nuances and complexi-
ties of the consultation and the significance of patient val-
ues [11, 31]. 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 
well-developed tool is the EURO-MCD questionnaire, 
which has been validated by Dutch professionals trained 
in MCD facilitation, and identifies 26 moral case delib-
eration-related outcomes [32–34]. Further understanding 
of the development of this tool and associated outcomes 
for evaluating CEC effectiveness internationally has the 
potential to support and advance this important work.

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 [24]. How-
ever, standardization can be achieved if there is a clear 
definition 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 eval-
uating other complex health interventions, e.g. mental 
health strategies [35]; therefore, it should not be assumed 
that these challenges are insurmountable nor should it 
deter scientific advancement. Identifying relevant out-
comes to demonstrate CEC effectiveness and developing 
and validating measurement tools is required. This can 
be done in parallel with efforts to define the nature and 
scope of the ethics consultant’s role with a view toward 
providing a foundation for robust future research, evi-
dence-based interventions, enhanced practice standards, 
and quality assurance. Ultimately, these efforts can pro-
vide a sound basis for demonstrating the value of CEC.

Previous research has explored issues related to out-
comes 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 
[36]. Other systematic reviews have assessed clinical eth-
ics support services in the end-of-life context, intensive 
care units [37], or have focused on the activities of eth-
ics committees [38]. Another topic examined through 
systematic review was CEC quality assessment tools 
[39]. 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 CEC. A secondary objective 
of this review was to provide a comprehensive over-
view 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 [40, 41]. 
The research question guiding this scoping review ques-
tion was the following: what types of outcomes of CEC 
have been reported?

Methods
We sought to identify primary studies of CEC involving 
patients, substitute decision-makers and/or family mem-
bers, 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 Phi-
losopher’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 plat-
form’s command language, controlled vocabulary, and 
appropriate search fields. 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 prospec-
tive observational cohort studies; and qualitative studies. 
When appropriate, we incorporated validated search fil-
ters; for example, the Cochrane RCT filter for Medline 
[42]. Finally, we applied a human filter to the Medline and 
Embase strategies [42]. No date, language, or jurisdiction 
limits were imposed. The original search was run in Janu-
ary 2019 and run again in May 2021 (Fig. 1).

We attempted to identify additional studies by search-
ing the reference list of relevant studies included for 
full-text review, and by hand searching relevant journals 
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Ovid MEDLINE(R) ALL 1946 to May 27, 2021
# Searches Results Type

1 ethics consultation/ or ethics committees/ or ethics 

committees, clinical/ or ethics, institutional/ or Ethicists/

10019 Advanced

2 ((ethic* or bioethic*) adj5 (consult* or meeting* or 

appointment* or conference* or session* or hearing* or 

deliberation* or interview* or round? or initiative* or 

project* or activity or activities)).tw.

4687 Advanced

3 (ethic* adj3 consult*).kf. 206 Advanced

4 (clinical adj2 (bioethicist* or ethicist*)).tw,kf. 209 Advanced

5 or/1-4 13670 Advanced

6 randomized controlled trial.pt. 531996 Advanced

7 controlled clinical trial.pt. 94179 Advanced

8 randomized.ab. 521303 Advanced

9 placebo.ab. 218320 Advanced

10 drug therapy.fs. 2322583 Advanced

11 randomly.ab. 358194 Advanced

12 trial.ab. 553404 Advanced

13 groups.ab. 2198610 Advanced

14 or/6-13 5011410 Advanced

15 (pragmatic clinical trial or multicenter study).pt. or non-

randomized controlled trials as topic/ or interrupted time 

series analysis/ or controlled before-after studies/ or 

multicenter study/

298718 Advanced

16 ("comparative study" or "evaluation studies" or "validation 

studies").pt. or evaluation studies as topic/ or Pilot projects/ 

or program evaluation/ or validation studies as topic/ or 

Intervention Studies/

2152678 Advanced

17 (random* or placebo* or single blind* or double blind* or 

triple blind*).tw.

1322827 Advanced

18 (Pre adj5 post).tw. 104998 Advanced

19 (pretest or pre test or posttest or post test).tw. 31165 Advanced

20 (Before adj5 after).tw. 396696 Advanced

21 (Quasiexperiment* or Quasi experiment*).tw. 16206 Advanced

22 (time series or timeseries or repeated measure*).tw. 83347 Advanced

23 (intervention* or impact* or effect or evaluat*).ti. or 

(evaluat* adj3 (program* or service*)).tw,kf.

1942950 Advanced

24 epidemiologic studies/ or case-control studies/ or exp Cohort 

studies/ or controlled before-after studies/ or cross-sectional 

studies/ or historically controlled study/ or interrupted time 

series analysis/

2662824 Advanced

Fig. 1  MEDLINE ALL search strategy
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identified from the database searches. In addition, we 
attempted to identify ongoing and/or unpublished stud-
ies by searching dissertation databases, relevant websites 
of professional organizations, and clinical trials registries 
[43]. The trial registry search did not yield any results.

Articles retrieved from the searches were exported and 
saved in EndNote X9 reference management software [44]. 
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 accord-
ing to the auto- and hand-searching methods outlined by 
Qi et  al. [45] The research team members (JB, AH, AB, 
RS, KR, DB, MS) independently screened titles of studies 
retrieved using the search strategy and those from addi-
tional 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 insufficient 
information to conduct the review. Studies with insuf-
ficient information regarding intervention content (e.g., 
unable to determine whether the intervention was an 
ethics consult) were excluded from the review.

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 Fig. 2).

25 (cohort? or case-control or cross sectional).tw,kf. 1141793 Advanced

26 (followup or follow up).tw. 1052091 Advanced

27 (longitudinal or retrospective or (observational adj2 (study or 

studies))).tw.

963446 Advanced

28 or/15-27 7919074 Advanced

29 qualitative research/ or empirical research/ or grounded 

theory/ or focus groups/ or interviews as topic/ or narration/

144294 Advanced

30 (qualitative or themes or focus group* or ethnograph* or 

fieldwork or field work or key informant*).tw,kf.

331233 Advanced

31 interview*.mp. 416936 Advanced

32 (document* adj2 (analy* or interpret*)).tw,kf. 6224 Advanced

33 (experience* or diary or diaries or narrative* or narration or 

journaling).tw,kf.

1211254 Advanced

34 (grounded theory or phenomenolog* or ethical inquir* or 

autoethnograph* or critical social or thematic analysis).tw,kf.

64453 Advanced

35 (multimethod* or mixed method*).tw,kf. 28924 Advanced

36 px.fs. 1110945 Advanced

37 or/29-36 2544612 Advanced

38 14 or 28 or 37 11620155 Advanced

39 5 and 38 4664 Advanced

40 exp animals/ not humans.sh. 4834359 Advanced

41 39 not 40 4645 Advanced

Fig. 1  continued
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Fig. 2  Study flow diagram

Table 1  Study inclusion criteria

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 
defined by the following consensus statement: “a service provided by an individual consultant, team, or committee to address 
the ethical issues involved in a specific 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. Psychological 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)
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Data extraction
Data extracted from the included studies used a piloted 
standardized form. Extracted information included: study 
design; study setting; population and participants; disci-
pline of requestor; intervention components (e.g., setting, 
purpose of consult, individual consultant vs. team), and 
outcome assessments. The first 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 applica-
ble for scoping reviews [46].

Data synthesis
Information was collated, summarized and reported in 
accordance with PRISMA-ScR reporting standards [46].

An initial set of outcomes were identified across five 
conceptual domains a priori based on our clinical ethics 
experiences and preliminary literature searches. These 
domains included: psychological factors, process factors, 
healthcare utilization, clinical documentation, and qual-
ity outcomes. The domains were then refined or revised 
through an interpretative process of identifying and syn-
thesizing the outcomes identified in the scoping review 
literature. For example, the domain “psychological fac-
tors”, which included predominantly moral distress, was 
revised early in the review process to “personal factors” 
to capture the broad array of individual-related outcomes 
that studies were reporting on. Additionally, healthcare 
utilization was re-interpreted as the more encompassing 
“resource outcomes” domain to include cost considera-
tions. The final set of outcomes that studies reported on 
included: personal factors, process factors, clinical fac-
tors, quality, and resource factors.

Mapping the literature occurred through an itera-
tive process of reviewing each study and interrogating 
which of the domains, if any, appropriately described 
outcomes depicted. If a study included multiple out-
comes without reference to primary, secondary, etc., 
each outcome presented was categorized and inter-
rogated separately in order of appearance in the study. 
Categorization occurred in accordance with the primary 
description or emphasis, and study context. For exam-
ple, a quality improvement study that discussed the per-
ceived usefulness of the CEC in clarifying ethical issues 
could be categorized as representing a quality (useful-
ness) or a process factor (clarifying ethical issues). Since 
the study was a quality improvement design and atten-
tion to usefulness 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-specified criteria in 
an effort to systematize outcome domains in the field. For 
example, White (1997) reported increased knowledge 

as related to satisfaction [47]. This was re-categorized 
for the purposes of our review as a personal factor since 
increased knowledge relates more broadly to a change in 
stakeholder perspective or experience. When conflicts in 
categorization arose, the domain classification was dis-
cussed 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 Nor-
way (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 Nether-
lands. More than half of the studies were conducted 
within a hospital setting (n = 27). Three studies iden-
tified 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 clin-
ics, and transgender care. Two studies occurred across 
multiple settings, and one did not identify a clinical set-
ting (Table 2).

The predominant study design was quality improve-
ment2 (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 identified 
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 fam-
ily 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 profession-
als) (Table 2).

2  Quality improvement studies are quasi-experimental and frequently involve 
pre- and/or post-test study designs to evaluate the effectiveness of CEC.
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Delivery context
The CEC intervention was most often identified as a 
clinical/ethics/ethics committee consultation or service 
(n = 34). Six studies used the term moral case delibera-
tion. Other descriptions referenced ethics consultation 
system, ethics case reflection sessions, ethics rounds, 
clinical ethics support, structured multidisciplinary 
medical-ethical decision making, ethics intervention, and 
clinical ethicist involvement. Differences in terminology 
reflected nuances in understanding and delivery of CEC, 
including format, timing of the intervention (e.g., proac-
tive or reactive), and processes (see Table 3). Despite the 
different descriptors, studies nevertheless fell under the 
general category of clinical ethics consultation or moral 
case deliberation given the similarity in structure, deliv-
ery, and purpose.

Twenty-nine interventions were described as involv-
ing 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 qualifications, 
the majority of CEC deliverers were described as having 
some training, education, or certification in ethics, eth-
ics 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 expe-
rience (n = 5), training in medicine (n = 3), ethics teach-
ing experience (n = 2), non-ethics specific skills training 
(n = 3), and “familiarity”, “knowledge,” or “expertise” with 
ethics (n = 4). Some studies only identified professional 
background (e.g., lawyer, philosopher). Twenty-five stud-
ies (52%) did not discuss or were not clear with respect 
to the training, credentials, or experience of the ethics 
consultant(s)/facilitator(s).

Twenty-six studies reported that the intervention 
began upon request. Physicians were most frequently 
identified 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 stud-
ies 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 offer-
ing a particular solution. For example, while Molewijk 
et al. described the role of the ethicist as, “that of a facili-
tator who does not give substantial advice and does not 
morally justify or legitimize a specific decision” [76], 
Wocial et  al. described one of the goals as making spe-
cific recommendations [89]. Additionally, some studies 
described the process as involving stakeholder engage-
ment, 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 individu-
ally with members of the care team, patient, family, and 
others involved in the conflict [77]. Smith et al. identified 
the process as involving a written memorandum contain-
ing an ethical analysis and opinions about the case with 
no external deliberation [84]. For a full description of the 
interventions, see Table 3.

Outcome domain reporting
The top three outcome domains that studies reported on 
were quality (n = 31), process factors (n = 23), and clinical 
factors (n = 19). The majority of studies examined mul-
tiple outcome domains. All five outcome domains were 
multidimensional and included a variety of subthemes 
(see Table 4).

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 usefulness, satisfaction, timeli-
ness, accessibility, and overall benefit. Quality-related 
outcomes were primarily measured by survey (n = 22), 
followed by qualitative interviews or focus groups (n = 7) 
and mixed methods (n = 6).

Usefulness was the most frequent construct meas-
ured and reported (n = 16). This construct referred to 
the perceived usefulness of the CEC in informing prac-
tice, the perceived overall benefit of the CEC, the extent 
to which the CEC was beneficial in assisting patient care, 
the importance for physician education and medical 
treatment, whether a CEC would be used in the future, 
effectiveness in providing emotional support, mediat-
ing disputes, and clarifying ethical issues, and improving 
communication (see Table  5). Other prominent quality 
subthemes included satisfaction (n = 11), overall experi-
ence (n = 6), effectiveness (n = 2), and ability to improve 
practice (n = 1).

Among the 16 studies evaluating usefulness, eight 
reported CEC to be useful. These eight studies under-
stood usefulness as resolving issues or conflict (n = 5), 
identifying, analyzing, and clarifying issues and/or val-
ues (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 reflec-
tion and insight, and ability and confidence to act in 
practice. Respondents in a few studies would seek CEC 
again (n = 2) or would recommend the service to oth-
ers (n = 4). Insights and cross-comparisons between 
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Table 4  Outcome domain reporting

Outcome domain Subthemes identified Subtheme descriptors (thematic 
summary of measures and 
outcomes)

# of Studies Reference #’s

Quality Overall Experience Participants’ perception of the 
quality of their overall experience of 
the intervention as a whole, or the 
facilitator of the intervention includ-
ing whether such was positive or 
negative, what the perceived ben-
efit or purpose of the intervention/
deliverer was, if they were satisfied 
overall, the experience of patient/
next of kin involvement, and general 
recommendations for improvement

6 [49, 73, 76, 82, 83, 93]

Effectiveness Participants experience of benefit 
of involvement in the intervention 
and/or their agreement or disagree-
ment with the ability and degree 
of the intervention to meet aims/
measured of quality and efficacy

2 [58, 87]

Usefulness Evaluation of the practical value 
of the intervention including the 
extent to which goals are met 
during the intervention, whether 
the outcomes or results are helpful 
to participants, or ways in which 
participants appreciated the consul-
tation or understood its purpose for 
their roles

16 [55, 57, 61, 63, 67–69, 73, 74, 76–78, 
80, 81, 84, 91]

Satisfaction Participants satisfaction with either 
the overall experience or a particular 
constituent of the intervention for 
current practice, and for the future 
of practice including whether they 
themselves would seek out CEC 
again or recommend it to others, 
the ability for the intervention to 
meet its actual or perceived aims 
and purpose(s), the amount of 
agreement/consensus between 
stakeholders, or their overall impres-
sion of the intervention

11 [48, 51, 51–53, 62, 66, 73, 47, 89, 94]

Ability to Better Practice The ability of the intervention to 
improve or better practice including 
the betterment of practice as a 
whole, or improvement in patient 
care, handling of ethical dilemmas, 
employee cooperation, service qual-
ity, relationships with stakeholders, 
and/or work environment

1 [72]

Personal Clarity Did the stakeholder experience a 
change in the clarity of ethical issues

1 [79]

Moral Distress Did the recipient experience an 
impact of acute moral distress after 
the intervention

2 [66, 89]

Confidence Did participants (physicians) experi-
ence an increase in confidence in 
the final plan

1 [79]

Learning How much did participants perceive 
to have been taught or learned

2 [79, 93]
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Table 4  (continued)

Outcome domain Subthemes identified Subtheme descriptors (thematic 
summary of measures and 
outcomes)

# of Studies Reference #’s

Perceived Value/Outcomes What was the perceived value for 
self and for individual practice, 
impact on values, perspective and/
or whether stakeholders experi-
enced any outcomes at all during 
the session or in their practice

3 [59, 76, 90]

Experience What was the general use to 
recipients of CEC, and whether the 
intervention met expectations, and 
in what ways did the intervention 
allow recipients to meet in an ethi-
cal “free-zone”

2 [54, 90]

Process Consensus/Integration Whether the intervention achieved 
consensus between or within stake-
holder groups, including whether 
groups followed recommendations, 
whether options or goals of care 
were agreed upon at the end of 
consultation, whether individuals 
generated common care goals, and 
whether familial perspectives were 
integrated into decision making

3 [50, 65, 71]

Adherence The ability of the service/deliverers 
to adhere to service-level standards 
for stakeholders and whether such 
improved staff competency to 
adhere to guidelines

1 [66]

Purpose/Impact What was the perceived purpose 
or impact of the intervention on 
stakeholders, including the impact 
on their expectation of service, 
what the perceived outcomes were, 
including whether it clarified ethical 
issues, educated, increased confi-
dence, facilitated decisions, whether 
the process was consistent with 
goals, respected values, resolved 
issues, created cooperation, devel-
oped critical attitudes, empowered, 
enhanced, provided understanding, 
boundaries, facilitated quality care, 
and explored policy, paradigms, and 
vision. Studies also examined what 
particular actions the intervention 
took to serve stakeholders

14 [49, 61, 62, 67, 78, 81, 82, 86, 88, 
90–94]

Identification Did consultants identify issues not 
seen by requestors

1 [79]

Advancing Care Did the intervention assist in or 
facilitate transitioning the patient 
out of hospital

1 [56]

Helpfulness The impact of the intervention on 
practice including its ability to assist 
in identifying, analyzing and resolv-
ing issues, educating stakeholders, 
facilitating discussion and sharing of 
personal views, and whether it was 
perceived to have a positive impact 
on the case at hand

2 [55, 87]
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Table 4  (continued)

Outcome domain Subthemes identified Subtheme descriptors (thematic 
summary of measures and 
outcomes)

# of Studies Reference #’s

Support Was the intervention perceived to 
facilitate support for interpersonal 
relationships and interactions 
among staff, family, and patients

1 [51]

Clarification Did the intervention enhance ethi-
cal reflection, increase interprofes-
sional understanding, better ground 
decisions, or increase unity among 
stakeholders

1 [50]

Clinical Consensus Was there consensus regarding 
recommendation or agreement on 
goals of care

2 [70, 85]

Patient Management and Provision 
of Care

Did the intervention impact the 
amount or kind of care patients 
received including the presence of 
orders/decisions (DNR, withhold-
ing/withdraw orders, life-sustaining 
treatment, limits of care, requests 
for spiritual care, social services, and 
pain management), the provision of 
palliative care or chaplaincy services, 
and whether there was agreement 
with the decision, a change in treat-
ment plan or a change in patient 
management post-intervention

11 [55, 60, 68, 69, 77, 79, 85, 47, 90, 91, 93]

Quality of Care Was there a tangible improvement 
in the quality of patient care

1 [89]

Coercion Does CEC lead to lesser use of 
coercion

1 [72]

Nonbeneficial Care Did CEC impact the use or degree of 
use of “non beneficial care” including 
impact to the number of days in 
hospital or ICU specifically, or the 
number of patients using life-sus-
taining treatment in those who died 
before discharge

3 [48, 81, 82]

Suffering What was the amount of perceived 
patient suffering from provider/
patient/surrogate perspective pre 
and post intervention

1 [48]

Mortality Did CEC increase/decrease patient 
mortality, the number of patients 
that died in hospital, or discharge 
status (dead/alive)

3 [48, 65, 82]

Resource Length of Stay/Resource Consump-
tion

Assessment of CEC intervention 
impact on length of stay or number 
of inpatient days in hospital or ICU 
specifically

4 [48, 60, 64, 65]

Cost Impact to overall patient-specific, 
departmental, or organizational cost 
including the total cost of stay, net 
cost of consultation, or impact to 
charges for patients

3 [48, 60, 64]

Cost Avoidance Expenses that were avoided or 
added for patients who received 
consultation, and the total cost 
avoidance given intervention

1 [75]
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Table 5  Quality reporting

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Overall 
Perception 
of CEC 
Experience

Positive 
Experience, 
Negative 
Experience

Qualitative Interviews 12 doctors reported positive experiences of the CEC discussion; 3 doctors 
reported negative experiences. Positive experience was described as related 
to ability to scrutinize problem from an interdisciplinary perspective, easier 
to reach a decision after CEC discussion, CEC discussion made decision 
making process more well founded, got more moral and legal backing for 
their final decision, and viewed CEC as an important contribution to quality 
of their decision and increased acceptance of their decisions by disagree-
ing minority within the medical team. Negative experiences related to lack 
of systematic structure in discussion, lack of ability to scrutinize the ethical 
problem or add new perspectives; had to wait too long before CEC could 
discuss the case

[49]

Satisfaction Level of 
agreement 
between 
nurses’ 
retrospective 
responses to 
the question-
naire and 
reason why 
CECS was 
involved

Mixed methods (Retrospec-
tive CES documentation 
review and questionnaire, 
including Likert-scale and 
open-ended/free text ques-
tions)

"The close correlation from nurses’ retrospective responses seems to indi-
cate, at the very least, that a fairly high percentage of those requesting CEC 
were satisfied with the service provided…"

[51]

Satisfaction Satisfaction 
regarding 
6 aspects: 
Usefulness 
for decision-
making, 
contribution 
to better per-
ceive ethical 
aspects, sup-
port to doc-
tors, benefit 
for patients, 
support to 
relatives, 
opportunity to 
request ethical 
consultations

Survey (Likert-scale survey 
“total disagreement” to “total 
agreement”)

Consultancy was considered useful for making complex decisions (6.3/7), 
support for doctors (6.5), improves ability to perceive ethical aspects (6.0), 
benefit to patient (6.3), support for family (6.7), request occurred in timely 
manner (5.2)

[52]

Satisfaction Satisfaction 
regard-
ing service 
quality (e.g., 
clarification of 
goals of care, 
improved 
understand-
ing, timeliness, 
accessibility, 
clarification of 
questions)

Mixed methods (5-point Lik-
ert scale "strongly disagree" 
to "strongly agree"; free-text 
comments/feedback)

86–92% of respondents responded positively (agreement or strong agree-
ment) to outcome-related questions; qualitative themes that came from 
free input: (1) timeliness and accessibility of the CEC; (2) clarification of 
the patient’s goals for care; (3) helpfulness of the CEC to staff and family 
members; (4) appreciation for the professionalism and compassion of the 
ethics consultants

[53]

Usefulness 
and Satis-
faction

Value in terms 
of helpful, 
informative, 
supportive, 
fair, respectful 
of personal 
values
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Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Would 
seek out 
further CEC 
in similar 
situations, 
would 
recom-
mend CEC 
to others, 
educational 
value

Survey (Likert 
Scale “strongly 
disagree to 
“strongly 
agree”)

Healthcare providers and 
family members found the 
CEC helpful (92.3%, 87.0%); 
informative (81.1%, 88.0%); 
supportive (93.3%, 88.0); fair 
(92.9%, 84.3%); and respect-
ful of personal values (92.4%, 
85.1%). 73% of healthcare 
providers and 71.2% of fam-
ily members did not find the 
CEC stressful
Majority of clinical caregivers 
and family members would 
seek out further CEC in 
similar situations (95.2%, 
80.4%); and recommend 
CEC to others (98.0%, 80.4%). 
Healthcare providers and 
family members strongly 
valued the problem-solving 
component of CEC. There 
were no statistical differ-
ences between healthcare 
providers and family mem-
bers in beliefs concerning 
the educational value of CEC

[55]

Usefulness Helpfulness 
or satisfaction 
with process 
and decision

Mixed methods (Survey and 
open-ended questions/
free text)

Almost all respondents stated they had an accurate understanding of the 
purpose of the HEC before the consultation began. Most staff members 
felt that the HEC was a valuable experience that would help them to some 
degree in their clinical practice. The two who felt it unhelpful were physi-
cians. One stated each case is unique and would not have future applicabil-
ity. Four of the six family members were very satisfied and two were very 
dissatisfied with the process. The two very dissatisfied family members were 
also the same individuals who disagreed with the Committee’s opinion. 
Most staff members (23/32) were "very satisfied" with the process of the 
consultation. 7 were somewhat satisfied and 4 were somewhat dissatisfied. 
Of the 9 who were less than "very satisfied" only one disagreed with the 
final opinion of the HEC

[57]

Usefulness Perceived 
benefit/utility 
of service

Mixed methods (Survey and 
open ended questions)

Quantitative:
Q3. CECS involvement helped to (mark as many responses as appropriate):
68%—Enhance efforts to provide support to providers, patients and family
63.5%—Identify and verbalize moral concerns
63.5%—Facilitate solving real or potential problems
56%—Mediate between interests
51%—Strengthen decision-making processes
46%—Support providers, patient and family through hospital stresses and 
griefs
44%—Serve as an advocate for patient and family
23%—Interpret medical information given to patients and family
Q4. Likert scale rating (1–5, Detrimental to Beneficial) of CECS overall 
effectiveness:
65%—5 (Beneficial)
22%—4
12%—3 (Neutral)
1%—2
0%—1 (Detrimental)
Q7. Would welcome CECS participation in future: 94%—Yes
5%—Unsure 1%—No
Qualitative: large data set, see study

[61]
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Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Usefulness Perceived 
benefit of 
service

Qualitative (open-ended 
questions)

Overall positive responses and helpfulness of service [63]

Satisfaction Satisfaction 
with service/
future recom-
mendation of 
CECS service

Survey 97% of respondents found the CECS deliberation to be at least somewhat 
helpful/very helpful
97% of respondents would recommend the service to colleagues

[66]

Usefulness To what 
extent the 
MCD was 
regarded as 
useful

Mixed methods (Survey, 
open ended questions, 
interviews and focus groups)

Organization of MCD
There was ample time/space in my working schedule for participating in 
MCD
I was informed on MCD in time
We have prepared this MCD meeting as a team
Content of MCD
I felt appealed to the case at hand in the MCD
The discussion was relevant for our practice
The way of discussing with one another was constructive
Everyone had an equal share in the conversation
In this MCD, I had enough opportunity to say what was on my mind
It was good to analyse our reflections on the theme in an interrogative way
The MCD facilitator
The facilitator saw to it that everyone got his or her share during the MCD
Atmosphere during MCD
In the MCD, I could talk freely I felt safe during the MCD
MCD: moral case deliberation
Answers on 5-point Likert scale (1 1⁄4 totally disagree and 5 1⁄4 totally 
agree)
Table 2. List of open questions addressed to all MCD participants
How can this MCD be improved?
What issues would you like to address in a future MCD? What has MCD 
brought to the team?
What has MCD brought to you personally?
What should, after this MCD, happen in practice?
Do you have other general/supplemental remarks?
MCD: moral case deliberation
Mean score of caregivers (standard deviation within parentheses) (N 1⁄4 
450)a
3.71 (s1.23) 4.24 (s1.17) 4.41 (s1.06) 2.46 (s1.46) 4.44 (s0.91) 4.48 (s0.84) 4.58 
(s0.80) 4.51 (s0.78) 4.25 (s1.04) 4.47 (s0.96) 4.36 (s0.98)
4.53 (s0.78) 4.62 (s0.77) 4.62 (s0.77) 4.62 (s0.76)

[67]

Usefulness Perceived 
helpfulness in 
patient care 
and physician 
education; 
indication of 
whether they 
would request 
future ethics 
consultation

Survey 86% respondents found consultation to be "very helpful" or helpful" in 1 
or more aspects of patient care; 86% found it "very helpful" or "helpful" in 
1 or more aspects of physician education; 97% would request an ethics 
consultation in the future

[68]
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Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Usefulness Perceived 
helpfulness in 
patient care 
and physician 
education; 
indication of 
whether they 
would request 
future ethics 
consultation

Survey 71% physicians stated consultation was "very important" in patient man-
agement, in clarifying ethical issues, or in learning about medical ethics; 
96% would request ethics consultation in the future

[69]

Ability 
to Better 
Practice

Better 
handling of 
ethical chal-
lenges, better 
employee 
cooperation, 
better service 
quality, better 
relations to 
patients/
users/next 
of kin, better 
work environ-
ment

Survey 41% to a large degree and 52% to some degree believed ethics activities led 
to better handling of ethical issues
24% to a large degree and 59% to some degree believed ethics activities led 
to better employee cooperation
24% to a large degree and 60% to some degree believed ethics activities led 
to better service quality
22% to a large degree and 54% to some degree believed ethics activities led 
to better relations to patients/users/ next of kin
21% to a large degree and 53% to a large degree believed ethics activities 
led to a better work environment

[72]

Usefulness Attitudes 
regarding 
the overall 
helpfulness of 
the consult: 
helpful in 
the medical 
treatment of 
the patient; 
providing 
emotional 
support to 
patient/fam-
ily; clarifying 
ethical issue; 
improving 
communica-
tion (patient/
family and 
physician); 
improving 
communica-
tion (patient 
and family); 
mediating dis-
putes; overall 
helpfulness

Survey 96% of physicians and 95% of nurses felt the consult was of at least some 
assistance, only 65% of patients or families thought the intervention was 
beneficial; 83% of physicians and 90% of nurses’ responses positively about 
the effects of the consult on medical management, while only 59% of 
patients or families saw medical benefit; 96% of physicians and 100% of 
nurses felt the consult was helpful in clarifying ethical issues, while only 65% 
of patients and families believed it was helpful

[74]



Page 37 of 65Bell et al. BMC Medical Ethics           (2022) 23:99 	

Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Usefulness Would the 
respondent 
request an 
ethics consul-
tation in the 
future

Survey 100% of respondent attending physicians would request an ethics consulta-
tion in the future

[77]

Usefulness Was the ethics 
consultation 
helpful or 
detrimental to 
the family

Survey (Likert-scale) 70% agreement or strong agreement among family members that the 
CEC helped to identify (8/8), analyze (6/8), resolve (6/8), educate (6/8), was 
responsive to personal values (7/8), helped to educate others about ethical 
issues (6/8), was helpful (6/8), informative (6/8), supportive (7/8), and fair 
(6/8). Three of the 8 family members thought the CEC was stressful (40%). 
All but 1 physician agreed or strongly agreed with the positive process 
measures

[81]

Experience 
of Ethics 
Rounds

Helpfulness/
perceived 
benefit of 
ethics rounds, 
role of phi-
losopher/ethi-
cist/modera-
tor of rounds, 
improvement 
suggestions

Qualitative interviews Improved personal ethical reflection (new perspectives, being more 
thoughtful, thinking about gray areas, etc.); feeling heard/not judged; how-
ever, not experiencing actual changes in daily work

[83]

Perceived 
Benefit

Reduction in 
ICU days and 
treatments in 
patients who 
did not sur-
vive hospitali-
zation would 
be achieved 
through 
interventions 
(CEC?) that 
are viewed as 
beneficial by 
all involved 
parties: CEC 
assessed in 
terms of help-
fulness, would 
seek CEC 
again, would 
recommend 
CEC to others; 
agreement 
with CEC 
recommenda-
tions

Survey (5-point Likert scale: 
strongly disagree, disagree, 
neutral, agree, strongly 
agree)

87% of nurses and physicians and patients/surrogates agreed or strongly 
agreed that CEC were helpful. More than 90% of nurses and physicians 
agreed or strongly agreed that they would seek them again and rec-
ommend them to others. Even though patients/surrogates found CEC 
somewhat more stressful than nurses/physicians, 80% agreed or strongly 
agreed that they would seek them again or recommend them to others. 13 
surrogates disagreed or strongly disagreed with CEC recommendations, yet 
7 would seek them again or recommend them to others

[82]
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Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Usefulness Extent to 
which the 
Department 
of Bioethics 
was found to 
be helpful by 
those who 
used their 
services

Survey (3-point Likert 
scale: (1) very helpful, (2) 
somewhat helpful, (3) not at 
all helpful)

46% of respondents had used the Department of Bioethics [responsible for 
ethics consultation]. 96% of those who called upon the DB found the expe-
rience to be either very helpful (64%) or somewhat helpful (32%). 25% of 
respondents had used the Ethics Committee. Of those who had, 97% found 
the experience to be either very helpful (53%) or somewhat helpful (44%). 
92% of those who used the EC did so to assist a particular patient

[84]

Effective-
ness

Effectiveness 
of the CES 
involvement 
in the case 
consultation

Survey (Likert-scale: benefi-
cial, neutral, detrimental)

88% of ethicists and 83% of nurses reported ethics service involvement as 
"beneficial", whereas 65% of physicians reported as beneficial. Only a few 
respondents found it to be detrimental (3% of nurses, 4% of physicians)

[87]

Satisfaction Satisfaction 
with interven-
tion

Survey (5-item Likert scale) Statistically significant differences in scores could not be shown from year 
to year. However, there are trends. In 1993 the lowest satisfaction scores 
(average 3.7) were given in the category of shared decision making. In 1994 
and 1995 these scores increased (3.8 and 4.5) with efforts to address the 
low scores seen previously. In 1994 the lowest satisfaction scores were for 
increased knowledge of ethics issues with the consultation (average 3.3) 
and documentation adequacy (3.8)

[47]

Satisfaction Positive expe-
rience, useful-
ness, would 
recommend/
use again

Qualitative Interviews Most clinicians found the consultation useful even those who had critical 
commentary, reporting an overall good experience. Many emphasized 
they would use the consultation service again or that it should be made 
more available/well known. Interviewers experience the case consultation 
positively, frequently due to the dilemmas being analyzed systematically 
and thoroughly. In consultations where there was no clear solution or 
advice, clinicians gave positive evaluations due to thoroughness of the 
discussion, and others reporting that the committee appreciated her own 
concerns and treated them seriously. Conclusion allowed clinicians to see 
the patient’s wishes and values more clearly, gave the patient’s relatives 
a feeling of being taken seriously, and that it was useful given its wider or 
more general impact not limited to the particular decision of the consulta-
tion having subsequent departmental impact

[62]

Overall 
Experience 
of Facilita-
tor and 
Usefulness

Satisfaction/
perception of 
facilitator and 
the experi-
ence 6 central 
qualities 
including (1) 
introduction 
and explana-
tion, (2) order-
ing session, (3) 
listening and 
understand-
ing, (4) critical 
reflection, (5) 
encouraging, 
(6) expertise
The extent to 
which goals 
are met dur-
ing the moral 
case delibera-
tion

Survey (Likert-Scale) (1) Introduction and Explanation = 7.8
(2) Ordering Session = 7.6
(3) Listening and Understanding = 7.9
(4) Critical Reflection = 7.5
(5) Encouraging = 7.6
(6) Expertise = 7.8
(1) to get knowledge of and insight in moral issues = 8.1
(2) to influence my attitude with respect to the case = 7.3
(3) to influence my behaviour with respect to the case = 7.1
(4) to improve my skills in dealing with moral issues = 7.5
(5) to deliver an answer or solution to the moral problem = 6.4
(6) to reach consensus within the group = 6.2
(7) to pay attention to reasons and arguments = 8.0
(8) to pay attention to feelings = 7.9
(9) to improve mutual understanding = 8.0
(10) to improve mutual cooperation = 7.9
(11) to active my job motivation = 9.7
(12) to frees my mind = 6.7
(13) to make me a better professional = 7.3
(14) to improve quality of care indirectly = 7.7
(15) to better ground decisions and reflect more on them = 7.7

[76]
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Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Usefulness Helpfulness of 
the consulta-
tion to the 
recipients

Survey (Likert-scale) Over 90% of physicians or social workers agreed or strongly agreed that the 
CEC were helpful, informative, and supportive. Only 30% agreed or strongly 
agreed that the CEC was stressful. Of the 4 family interviews, half agreed or 
strongly agreed that the CEC was helpful and informative. 3 of 4 families 
strongly agreed the CEC was stressful. 2 of 4 families strongly disagreed that 
the CEC was supportive. Over 90% of physicians and social workers would 
recommend a CEC to others in similar circumstances. Only 2 of 4 families 
would recommend a CEC to others

[91]

Practical 
Implica-
tions

How did the 
participants 
appreciate 
the consulta-
tion, were the 
results helpful, 
were the 
consequences 
practical

Qualitative interviews Team conflicts influenced consultation and implementation on the ward—
during the consultation, conflicts were seen to be uncovered but not 
solved and moving forward were seen as essential to transferring results to 
wards. Overall, the hierarchical symmetry was seen as a barrier to develop-
ment and implementation of solutions. Positively, ethics consultation can 
give impulse for changing communication within the team, and solutions 
directly relevant to a specific conflict lead to greater satisfaction with ethics 
consultation and CEC members especially when they reflect one’s own 
opinion. Overall, while there is existing ambiguity following ethics consulta-
tion, with participants reporting that they remained unclear on the solution 
and that reporting instrument was insufficient to avoid misinterpretation 
and communication, most participants felt discussion was useful for solving 
ethical conflict, revealing underlying team conflict, and to contact the CEC 
in case of further ethical conflict

[80]

Usefulness Was the ethics 
consultation 
helpful/was 
it helpful or 
detrimental to 
the family

Survey (Likert-scale) Very Helpful = 23
Somewhat Helpful = 9
Neither Helpful Nor Detrimental = 21
Somewhat Detrimental = 0
Very Detrimental = 2
No Response = 1

[78]

Satisfaction Providers’ 
impression of 
the interven-
tion

Survey (5-item Likert scale) Large data set. Refer to study [89]

Satisfaction Overall 
satisfaction 
with hospital 
experience

Survey (5-item Likert scale) Respondents in both arms had generally positive perceptions with no 
significant difference between them
Intervention 86.1% nurses and physicians reported that patients were 
"somewhat satisfied" or "very satisfied" compared to 74/8% of patients/sur-
rogates the same
Control arm, figures for the same were 81.4% and 83.6%
Nurses and physicians in the intervention arm report that 65.6% of patients 
had "little suffering" or were "free of suffering" with 52.6% of patients/sur-
rogates reporting the same
Control arm: 58.9% and 57.9% respectively

[48]



Page 40 of 65Bell et al. BMC Medical Ethics           (2022) 23:99 

Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Satisfac-
tion and 
Usefulness 
and Experi-
ence with 
Patient/
Next of Kin 
Involve-
ment in 
Consulta-
tion

Clinician sat-
isfaction with 
consultation
Clinicians’ rea-
sons provided 
for requests 
(broad discus-
sion, better 
equipped for 
future situa-
tions, advice, 
external 
perspective, 
support, 
learning, clari-
fying values, 
disagree-
ment among 
professionals, 
disagreement 
with family/
next of kin/
patient, 
improve coop-
eration) and 
the perceived 
usefulness of 
the consulta-
tion in that 
respect
Charac-
terization and 
importance/
usefulness 
of patient/
next of kin 
involvement 
in consulta-
tion process 
(positive, 
unproblem-
atic, new/
important 
information, 
problematic, 
difficulty 
clarifying, 
conflicts)

Survey (Likert scale)
Survey (Likert scale)
Survey (tick-boxes)

Mean Likert score per question:
(1) meeting stakeholders with respect = 4.96
(2) overall positive experience = 4.82
(3) felt listened to = 4.81
(4) received sufficient information = 4.68
(5) would recommend CEC = 4.85
(6) was allowed to make important contributions = 4.77
(7) learning about ethical dilemmas = 4.44
(8) increased knowledge in navigating ethical conflict = 4.33
(9) overall new information = 3.98
(10) changes in opinion = 2.46
Proportion who disagree somewhat/strongly:
(1) meeting stakeholders with respect = 0/53
(2) overall positive experience = 1/51
(3) felt listened to = 0/53
(4) received sufficient information = 1/53
(5) would recommend CEC = 2/53
(6) was allowed to make important contributions = 1/53
(7) learning about ethical dilemmas = 3/52
(8) increased knowledge in navigating ethical conflict = 1/52
(9) overall new information = 6/52
(10) changes in opinion = 21/52
CEC mean Likert score:
(1) meeting stakeholders with respect = 4.90
(2) overall positive experience = 4.64
(3) felt listened to = 4.89
(4) received sufficient information = 4.68
Indicated by proportion of clinicians (% (N)):
(1) broadening discussions = 93% (42)
(2) better equipping for future similar situations = 67% (30)
(3) getting an external perspective = 62% (28)
(4) getting advice about a decision = 64% (29)
(5) getting support for decisions = 60% (27)
(6) learn from a difficult case = 58% (26)
(7) clarifying values = 44% (20)
(8) disagreements among professionals = 31% (14)
(9) disagreements between professionals: 27% (12)
(9) improving cooperation = 22% (10)
Average score for usefulness:
(1) broadening discussions = 4.50
(2) better equipping for future similar situations = 4.40
(3) getting an external perspective = 4.69
(4) getting advice about a decision = 4.32
(5) getting support for decisions = 4.78
(6) learn from a difficult case = 4.40
(7) clarifying values = 4.70
(8) disagreements among professionals = 3.50
(9) disagreements between professionals: 4.33
(9) improving cooperation = 4.00
CEC Respondents (N = 16)
(1) Positive = 15
(2) Unproblematic = 10
(3) New and important information was revealed = 6
(4) Problematic because it was difficult to speak freely = 1
(5) Difficult to clarify medical/professional information well enough = 1
(6) Conflicts inhibited the ethical discussion = 2
Clinicians (N = 17)
(1) Positive = 14
(2) Unproblematic = 5
(3) New and important information was revealed = 3
(4) Problematic because it was difficult to speak freely = 3
(5) Difficult to clarify medical/professional information well enough = 2
(6) Conflicts inhibited the ethical discussion = 0

[73]
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participant groups who experienced higher or lower 
levels of usefulness are difficult to ascertain given insuf-
ficient statistical power or incomplete reporting on 
the perspectives of certain stakeholder groups, such as 
patients and families (Table 5).

Respondents in almost all studies reported a positive or 
beneficial encounter with CEC either in terms of overall 
experience, quality, usefulness, value, helpfulness, or sat-
isfaction (n = 28), with healthcare professionals being the 
most frequently examined group (n = 26).3 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 stake-
holders, the ability to meet perceived goals, general sat-
isfaction 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 specifically on low levels of satisfaction, 
with shared decision making, documentation adequacy, 
and increased knowledge of ethical issues receiving the 
lowest satisfaction scores [47]. Only one study found 
respondents’ overall experience with CEC was negative 
[49], although other studies suggested areas for improve-
ments [83]. Negative experiences were attributed to fac-
tors such as a lack of structure in the consult, a lack of 
timeliness, or an absence of integration into clinical prac-
tice [49, 83].

Process factors
Process factors comprised the second most reported out-
come domain (n = 23). Process factors referred to any set 
of activities that occurred between the CEC provider and 
other stakeholders, such as identifying, clarifying, resolv-
ing ethical issues, reaching consensus, and facilitating 

Table 5  (continued)

Quality 
factors 
assessed 
(name 
construct)

Outcome 
description

Outcome measure Results Reference 
#

Satisfaction Degree to 
which service 
meets expec-
tations and 
need (themes 
described: 
respon-
siveness, 
willingness 
to consult, 
institutional 
role, and areas 
for improve-
ment)

Qualitative interviews Responsiveness of the Ethics Consultant
Participants felt that ethics consultant was respectful, responsive, accessible, 
and approachable. Amount of time spent on consult was sufficient to help 
address the ethical concerns
Willingness to Consult
Willing to consult ethics service again; ethics service fills a gap in case and 
knowledge that otherwise wouldn’t be filled. Differed on timing of when 
they would consult service again. Most participants comfortable with the 
outcome; even when medical outcome poor, service seen to empower 
clinical and ethical decision-making, promote patient safety, honour patient 
wishes, and facilitate team communication and cohesion
Institutional Role
Participants held varying opinions. Respondents mentioned ES had a role 
in advocating for patients and connecting team to institutional resources, 
while others commented on interface between legal and regulatory system 
offered by ethics service. One commented on bad reputation of ethics 
service as implying "bad behaviour" or as a means of "policing healthcare 
professionals’ decisions"
Identifying Areas for Improvement
Most did not have recommendations; however, comments were made 
about making ethics service better known. Other suggestions involved 
involving members of the care team during discussions

[94]

Experience 
of the MCD

Promoting 
carefully 
considered 
decisions, 
giving a better 
explanation 
and justifica-
tion for some 
decisions, 
which leads to 
quality

Qualitative interviews and 
focus groups

Participants reported the MCD promoted carefully considered decisions, 
giving a better explanation and justification for some decisions, which leads 
to quality

[93]

3  This includes quality studies that examine healthcare professionals as a stan-
dalone group, or in conjunction with other study populations (e.g. healthcare 
professionals and families).
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understanding of different viewpoints (Table 6). Process 
factors were identified 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 consen-
sus and integration (n = 3), helpfulness (n = 2), identifica-
tion (n = 1), advancing care (n = 1), support (n = 1), and 
clarification (n = 1).

With respect to the dominant subdomain, the data 
demonstrate diverse understandings 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), achieving resolution, 
consensus, or clarity on the problem, plan of action, or 
desired outcome (n = 7), and/or facilitating the shar-
ing of viewpoints and better communication between 
stakeholders (n = 5). Five studies additionally reported 
ethics intervention as having an impact by improving 
individuals’ feelings of safety and support (n = 2), trust 
(n = 2), and confidence in decisions (n = 1). Two stud-
ies reported ethics intervention as increasing mutual 
understanding and respect within and between stake-
holder groups, as well as providing valuable education 
(n = 4) or an objective opinion on the problem at hand 
(n = 3).

Some studies, however, were less sanguine about these 
descriptors. For example, Weidema et  al. reported that 
ethics intervention revealed team conflicts, but main-
tained that it did not assist in solving them due to the 
ethical issues being too complex or ambiguous [86]. This 
finding is corroborated by Vrouenraets et al. who reported 
that enabling concrete steps to navigate ethically diffi-
cult situations was the least common outcome associated 
with ethics interventions [93]. In some studies, the posi-
tive 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 [81, 91]. 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 [56]. In studies that 
provided recommendations for process-related improve-
ment, respondents prescribed better communication with 
the health care team [90]. Poor communication, complex-
ity, and ambiguity were also reported as barriers to the res-
olution of ethical problems in other studies in the process 
domain category [86].

Clinical factors
Nineteen studies were coded under the clinical factors 
domain, which 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 reduction of non-beneficial treatment, 
conflict resolution regarding patient care, and patient sur-
vival/mortality (Table  7). The majority of studies in this 
domain utilized record review as the method of data col-
lection (n = 15). Other methods included survey (n = 6), 
qualitative interviews (n = 2) and mixed methods (n = 1).

Studies that reported on clinical factors examined a nar-
rower set of characteristics compared to other domains; 
patient management and provision of care was the most 
frequently reported construct (n = 11). 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, with-
holding/withdrawal orders, life-sustaining treatment, limits 
of care, requests for services, and pain management), provi-
sion 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-beneficial care (n = 3), patient mortal-
ity (n = 3), clinical consensus (n = 2), suffering (n = 1), qual-
ity of care (n = 1), and coercion (n = 1).

Constructs, outcomes, and measures varied consider-
ably between the studies examining patient management 
and provision of care, despite their similarities. For exam-
ple, Dowdy, Robertson, and Bander measured the pres-
ence 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 
significant difference between intervention and control 
with respect to the presence of do-not-resuscitate (DNR) 
and life-sustaining treatment decisions [60]. Another 
study by Cohn et al. examining communication and deci-
sion-making, measured the level of agreement with the 
decision and the degree of change that occurred due to 
CEC. Healthcare provider respondents were significantly 
more likely than family members to report a high degree 
of agreement with the outcome of the ethics consulta-
tion, and both healthcare providers and patient/family 
perceived similar degrees of change to the plan of care 
following CEC [55]. Other studies measuring patient 
management considered whether consultations changed 
patient care, measuring the change rather than the pres-
ence (or not) of particular types of care. Outcomes dem-
onstrated that the majority of respondents reported CEC 
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as changing patient management in some regard, with 
most changes occurring due to the consultation prompt-
ing the withholding of life support therapies that would 
have otherwise been used [79]. Thus, despite paral-
lels across the various constructs, differences exist with 
regards to the terminology (and their related understand-
ings) and measurement of outcomes.

Wide variation also existed in measures and outcomes 
with respect to non-beneficial treatment, with minimal 
consensus on what might be considered and measured 
as non-beneficial, as well as what can be concluded with 
respect to the impact of CEC on the provision of non-ben-
eficial treatment. For example, Schneiderman, Gilmer, and 
Teetzel measured the number of ICU days and life-sus-
taining treatments in patients who died before discharge. 
They reported a reduction in ICU days, days receiving 
artificial nutrition and hydration, percentage on ventila-
tion, and days receiving ventilation in patients receiv-
ing consultation compared with the control [81]. 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 sig-
nificant difference between intervention and control; how-
ever, a pattern in the reduction of hospital and ICU days 
with ethics intervention was observed. Additionally, this 
study justified outcomes as “non-beneficial” because they 
were perceived to “represent a failure to achieve a funda-
mental goal of medicine” [82]. Another study by Andereck 
et  al. examined non-beneficial treatment among patients 
receiving ventilation and/or artificial 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 [48]. With respect to patient outcomes, no sig-
nificant difference in mortality rate was observed between 
participants who received ethics intervention and those 
who did not [48, 65, 82].

Personal factors
Personal factors was the fourth most reported on domain 
(n = 8). Studies coded under this domain related to 
changes in personal state or stakeholder (patient/family/
surrogate/health care professionals) perspective or expe-
rience; for example, moral distress, enhanced knowledge, 
and/or feeling supported (Table 8). Data collection meth-
ods included survey (n = 7) and qualitative interviews 
(n = 1).

Subthemes explored under the personal factors domain 
included perceived value and outcomes (n = 3), expe-
rience (n = 2), moral distress (n = 2), learning (n = 1), 
confidence (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 ses-
sion, 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 confidence (n = 2), fostering open commu-
nication 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 stake-
holders to express their viewpoints and to be heard in a 
space where they felt confident and trusted [54]. Wocial, 
Molnar, and Ott recommended effective communication 
with the health care team as an area for improvement 
[90].

Notably, most respondents in the two studies measur-
ing moral distress reported a reduction in levels of dis-
tress 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 
[66, 89]. Other studies reported perceived increases in 
clarity, confidence, and learning among providers [79].

Resource outcomes
A few studies reported on resource outcomes (n = 5). 
Data collection methods consisted primarily of medical 
record review. Studies coded under this domain evalu-
ated outcomes in terms of service users’ consumption 
of health-related resources and cost or cost avoidance 
(Table 9).

All four studies that evaluated outcomes in terms of 
length of stay 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, specifically (n = 3) pre- and post-intervention. 
While two studies denoted a shorter length of stay in 
the intervention arm compared to the control [64, 65], 
one study identified no statistically significant difference 
[48], and one study found length of stay in relation to dis-
charge status significant [60].

Four studies reported on the subthemes cost or cost 
avoidance. These studies measured the financial impacts 
of CEC or used hospital records to compare cases 
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Table 8  Personal factors reporting

Personal 
factors 
assessed 
(name 
construct)

Outcome description Outcome 
measure

Results Reference 
#

Moral 
Distress

Staff moral distress levels Survey 28/35 respondents reported that involving the clinical ethics service at least 
somewhat reduced their own moral distress; 7/35 reported no decrease

[66]

Clarity
and
Physician 
Confidence
and
Physician 
learning

Did consultations help 
to clarify thinking about 
ethical issues
Did consultations increase 
physicians’ confidence in 
their final management 
plans
How much did the 
consultations teach physi-
cians?

Survey 39 consultations clarified thinking about ethical issues
41 consultations increased requesters’ confidence in their final management 
plans, and only 3 decreased their confidence
Physicians reported learning much from 42 consultations (98%)

[79]

Perceived 
value

How participants valued 
the importance of the 
goals of moral delibera-
tion for themselves and 
their practice

Survey (Likert scale) (1) to get knowledge of and insight in moral issues = 8.1
(2) to influence my attitude with respect to the case = 7.3
(3) to influence my behaviour with respect to the case = 7.1
(4) to improve my skills in dealing with moral issues = 7.5
(5) to deliver an answer or solution to the moral problem = 6.4
(6) to reach consensus within the group = 6.2
(7) to pay attention to reasons and arguments = 8.0
(8) to pay attention to feelings = 7.9
(9) to improve mutual understanding = 8.0
(10) to improve mutual cooperation = 7.9
(11) to active my job motivation = 9.7
(12) to frees my mind = 6.7
(13) to make me a better professional = 7.3
(14) to improve quality of care indirectly = 7.7
(15) to better ground decisions and reflect more on them = 7.7

[76]

Moral 
Distress

Address PICU provider 
moral distress

Survey (Pre/post 
survey using Moral 
Distress Scale 
Revised (MDS-R) 
(21-items) to rate 
"chronic" moral 
distress; every 
other month dur-
ing data collection 
providers rated 
their "acute" moral 
distress using the 
expanded Moral 
Distress Thermom-
eter (MDT)—single 
item scale with 
option to identify 
factors that con-
tributed to moral 
distress)

There were three items on the instrument that showed statistically significant 
improvement in moral distress for nurses for both matched and aggregate data 
comparisons. On the aggregated comparison for nurses, four additional items 
showed a statistically significant drop in moral distress
‘‘Clinical Situations’’ represented the single most frequent contributing factor to 
moral distress

[89]

Experience 
and Impact 
of CEC

Overall assessment of CEC, 
impact on individual and 
values, and respondents’ 
expectations

Survey (11 items 
adapted from a 
tool developed by 
White, Dunn and 
Homer [47] and 
outcomes meas-
ures for EC (ASBH 
2011)

Overall assessment of ECS was favourable. More than 90% felt the consultant 
explained things well, more than 80% felt the consultation validated the team’s 
approach and provided support, and more than 70% felt the ECS clarified uncer-
tainty, gave them a better understanding of ethical issues, and helped resolve 
a patient care problem. More than 80% felt the CEC recommendations were 
consistent with the organization’s values, respected the respondent’s values, and 
were consistent with their personal values. More than 60% felt the CEC helped 
clarify the values of the patient and/or patient’s family, and helped respondents 
clarify their own values. Qualitative interviews uncovered some comments sug-
gesting the EC could have communicated more effectively with members of the 
health care team

[90]
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Table 8  (continued)

Personal 
factors 
assessed 
(name 
construct)

Outcome description Outcome 
measure

Results Reference 
#

Experience 
of CES

Describing the experience 
of CES among profession-
als (“meeting in an ethical 
free zone”)

Qualitative inter-
views

CES sessions offered a chance to meet in an ethical free-zones allowing various 
professionals to relate to one another outside of roles, develop confidence to 
express points of view, and increase trust within the team. These "ethical free 
zones’’ allowed them to develop a more integrated understanding, acquiring 
both knowledge and a more comprehensive view of it. The intervention seems 
to improve ability to act in practice, seeing CES as a way of becoming more 
prepared for dealing with care issues and developing resolutions from a shared 
standpoint

[54]

Experienced 
outcomes of 
CEC

The extent to which 
respondents had experi-
enced outcomes (changes 
to perspective) during 
MCD or in their daily 
practice (developed skills, 
better managements, 
courage, security, greater 
awareness, etc.)

Survey (Euro MCD 
Instrument)

Percentage of respondents at T1 (not, somewhat, quite, and very):
(1) develop skills to analyze ethical conflict = 3 (not), 31 (somewhat), 65 (quite 
and very)
(2) more open communication = 4, 22 74
(3) consensus gained among co-workers re: situation management = 6, 36, 59
(4) enables better stress management = 22, 34, 45
(5) contributes to development of practice/policies = 12, 45, 43
(6) gives more courage to express ethical standpoint = 11, 30, 60
(7) feeling more secure to express doubts or uncertainty = 12, 30, 58
(8) better mutual understanding of other’s reasoning = 3, 21, 77
(9) seeing the situation from different perspectives = 2, 19, 79
(10) more awareness of recurring situations = 7, 25, 68
(11) increase awareness of complexity of situation = 6, 26, 69
(12) enhancing understanding of ethical theory = 13, 37, 50
(13) enables decisions on concrete actions to manage situation = 9, 35, 55
(14) greater opportunity to have say = 6, 27, 67
(15) enhances possibility to share difficult emotions and thoughts = 4, 27, 70
(16) finding more courses of action = 5, 31, 64
(17) listening more seriously to other opinions = 12, 27, 61
(18) increase awareness of own emotions = 12, 31, 58
(19) strengthen self-confidence = 12, 32, 56
(20) develops ability to identify core ethical issues = 8, 35, 58
(21) more critical examination of existing policy/practice = 14, 34, 53
(22) more constructive management of disagreements = 14, 35, 52
(23) gaining more clarity about responsibility = 10, 34, 57
(24) enhancing mutual respect = 10, 28, 63
(25) more awareness of preconceived notions = 12, 31, 57
(26) better understanding of what it means to be a good professional = 12, 32, 56
Percentage of respondents at T2 (not, somewhat, quite and very):
(1) develop skills to analyze ethical conflict = 2, 30, 68
(2) more open communication = 3, 21, 76
(3) consensus gained among co-workers re: situation management = 3, 36, 60
(4) enables better stress management = 13, 45, 43
(5) contributes to development of practice/policies = 9, 44, 47
(6) gives more courage to express ethical standpoint = 7, 24, 70
(7) feeling more secure to express doubts or uncertainty = 5, 27, 68
(8) better mutual understanding of other’s reasoning = 1, 21, 78
(9) seeing the situation from different perspectives = 1, 23, 76
(10) more awareness of recurring situations = 1, 28, 71
(11) increase awareness of complexity of situation = 3, 22, 75
(12) enhancing understanding of ethical theory = 7, 36, 57
(13) enables decisions on concrete actions to manage situation = 4, 34, 62
(14) greater opportunity to have say = 2, 18, 80
(15) enhances possibility to share difficult emotions and thoughts = 2, 24, 74
(16) finding more courses of action = 2,30, 68
(17) listening more seriously to other opinions = 3, 18, 80
(18) increase awareness of own emotions = 5, 27, 67
(19) strengthen self-confidence = 7, 31, 62
(20) develops ability to identify core ethical issues = 4, 33, 63
(21) more critical examination of existing policy/practice = 8, 36, 56
(22) more constructive management of disagreements = 11, 33, 57
(23) gaining more clarity about responsibility = 4, 30, 66
(24) enhancing mutual respect = 4, 24, 72
(25) more awareness of preconceived notions = 5, 37, 58
(26) better understanding of what it means to be a good professional = 5, 36, 60

[59]
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Table 8  (continued)

Personal 
factors 
assessed 
(name 
construct)

Outcome description Outcome 
measure

Results Reference 
#

Learning 
Effects
and
Enhanced 
emotional 
support
and
Moral Reflex-
ivity
and
Improved 
Moral Atti-
tude

Becoming more aware of 
certain issues and moral 
dilemmas after they were 
discussed at a MCD and 
able to apply learning to 
similar cases
This domain included 
5 items: (1) Enhances 
possibility to share 
difficult emotions and 
thoughts with co-workers; 
(2) strengthens my 
self-confidence when 
managing ethically diffi-
cult situations; (3) Enables 
me to better manage the 
stress caused by ethically 
difficult situations; (4) 
Increases awareness of 
my own emotions regard-
ing ethically difficult 
situations; (5) I feel more 
secure to express doubts 
or uncertainty regarding 
ethically difficult situations
This domain includes 5 
items: (1) Develops my 
skills to analyze ethically 
difficult situations; (2) 
increases my awareness 
of the complexity of ethi-
cally difficult situations; 
(3) develops my ability to 
identify the core ethical 
questions in the difficult 
situations; (4) I see the 
ethically difficult situations 
from different perspec-
tives; (5) enhances my 
understanding of ethical 
theories (ethical princi-
ples, values, norms)
This domain includes 5 
items: (1) I become more 
aware of my preconceived 
notions; (2) I gain more 
clarity about my own 
responsibility in the ethi-
cally difficult situations; 
(3) I listen more seriously 
to others’ opinions; (4) 
Gives me more courage to 
express my ethical stand-
point; (5) I understand 
better what it means to 
be a good professional

Survey (Euro-MCD 
Survey)

Participants reported becoming more aware of certain issues and moral dilem-
mas after they were discussed at a MCD and being able to apply learning to 
similar cases
Least often experienced outcomes during MCD session (t1, n = 22), assessed as 
"not experienced" or "experienced to some extent": "boosts my self-confidence 
when managing ethically difficult situations (67%)"; "enables me to better man-
age the stress caused by ethically difficult situations (63%)". Least often experi-
enced outcomes in daily work after MCD sessions: "enables me to better manage 
the stress caused by ethically difficult situations (85%)."
Least often experienced outcomes during MCD session (t1, n = 22): "enhances 
my understanding of ethical theories, principles, values and norms (65%). Most 
frequently experienced outcomes in daily work after MCD sessions (t1, n = 22): 
"I see ethically difficult situations from different perspectives (55%). Least often 
experienced outcomes in daily work after MCD sessions: "enhances my under-
standing of ethical theories (75%)
Most frequently experienced outcomes experienced during MCD session (t1, 
n = 22): "my co-workers and I become more aware of recurring, ethically difficult 
situations (85%). Most frequently experienced outcomes in daily work after the 
MCD session: "my co-workers and I became more aware of recurring, ethically 
difficult situations (55%)"

[93]
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involving ethics interventions to those that did not. Cost 
was described 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 + fixed costs) (Table 8).

Outcomes across studies reporting on cost and cost 
avoidance were not congruent with respect to actual and 
perceived impact of CEC. A study by Meltzer, Heilicser, 
and Siegler examining cost avoidance through retrospec-
tive record review drew a strong connection between eth-
ics 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 reflected 
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 recommenda-
tions were followed [75]. Similarly, Gilmer et al. demon-
strated comparable findings with an estimated annual 
savings of $157,380.00 related to ethics consultation 
practice [64]. On the other hand, while reporting a reduc-
tion in average charges compared to baseline groups, two 
studies did not report significant differences between 
intervention and control with ethics intervention [48, 
60]. Dowdy, Robertson, and Bander specifically asserted 
that despite a reduction in costs, this difference was not 
statistically significant enough to demonstrate the effi-
cacy or causal relationship between ethics consultation 
and cost reduction [60].

Discussion
The current study is the first scoping review focused on 
outcome measures in CEC across healthcare settings. The 
48 studies were highly heterogeneous and varied con-
siderably with regard to format and processes of ethical 
intervention, the credentials of interventionist, the pop-
ulation of study, the outcomes reported, and the meas-
ures employed. In addition, few studies used validated 
measures. Regarding the quality domain, which was the 
most frequently reported domain, “usefulness” 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 usefulness within this 
domain, we did not identify consistency in characteristics 

of this subtheme, CEC approaches, population sampled, 
measures, or how potential biases about the outcome of 
the consultation (agreement/disagreement with the deci-
sion or recommendation) were managed in this context. 
Standardization of outcomes would be an important 
first step in helping to ensure reliable measurements and 
meaningful comparisons.

Previous systematic reviews have highlighted the meth-
odological limitations of studies evaluating CEC effec-
tiveness and the challenges associated with identifying 
relevant outcomes [7, 36]. To address these shortcom-
ings, recent research has attempted to identify relevant 
outcomes using the Delphi method of consensus [95]. 
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 impor-
tant to address patient-reported outcomes, as patient 
voices are increasingly recognized as central to research 
legitimacy and scientific 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 field requires 
further research that addresses CEC specifically to more 
accurately evaluate and assess the effects of ethics inter-
ventions. 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 measure-
ment 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 uncer-
tainty regarding CEC effectiveness. Moreover, our abil-
ity to engage with what constitutes ‘good’ patient care 
may be compromised, especially within the context of an 
increasingly diverse patient population.

The findings of our review need to be interpreted 
within the broader socio-political context where more 
evidence is being shared regarding the colonial structures 
upon which our healthcare systems are built [96–98]. 
In particular, evidence pertaining to racist practices and 
policies, conscious and unconscious bias, and the out-
right discrimination and inequities in access to care expe-
rienced by racialized and marginalized groups [99, 100]. 
As a field, bioethics, and by extension those who practice 
CEC, are also impacted by conscious and unconscious 
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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 [101–103]. 
Historically, the field has responded to racism or issues 
related to racial oppression with a view towards ‘neutral-
ity’ or the “idea that ideal [ethical] deliberation would 
ignore race and hence prevent bias” [104]. However, neu-
trality perpetuates racism by ignoring the systemic injus-
tices 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 inclu-
sive of diverse patient perspectives nor are we measur-
ing 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 lack of diverse perspectives and con-
sensus in evaluating CEC, we offer two potential recom-
mendations: enhanced international collaboration and 
the development of a core set of outcomes as identified 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 Euro-
pean 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 
internationally 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 dif-
fer in varied cultural contexts and the nuances of CEC 
beyond European and Westernized approaches to CEC 
may provide valuable learnings of benefit to all. There is 
also opportunity to seek insights and potential collabo-
ration 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 stake-
holder 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 stake-
holders on the importance of each outcome, and note 
any limitations that should be recognized when apply-
ing 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-beneficial treatment or cost and satisfac-
tion, when these overwhelm or conflict with the ultimate 
goals of CEC such as addressing value-related conflicts 
[11]. Defining non-beneficial treatment solely by meas-
uring 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 
“benefit,” 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 depend-
ent upon the unique circumstances of the case [11]. A 
patient’s desire to continue with ventilator 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 fulfilled. There may be an 
additional layer of cultural meaning ascribed to begin-
ning of life rituals or religious practices that is contribut-
ing 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 out-
comes based on the intervention (e.g., ethics commit-
tee or moral case deliberation), stakeholder perspectives 
and empirical research, and the limitations of these out-
comes. This allows for flexibility in applying outcomes to 
a particular empirical study on CEC effectiveness while 
preserving the theoretical underpinnings of the particu-
lar CEC, context specificity of CEC, and the value-laden 
nature of the study outcome. Standardization, then, can 
(in time) be constructed within a robust and compre-
hensive core outcome set with accepted definitions and 
validated measures. Contemporaneously, the actual 
application of outcomes to the study of CEC will depend 
on the context and intervention. This requires multi-var-
iable measurement to assess a thorough combination of 
relevant outcomes. Description of the methods and out-
comes and any methodological limitations will need to be 
described in the study, but this is similar to any scientific 
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enterprise and complex intervention where value-neu-
trality cannot be assumed. The process outcomes identi-
fied allow for flexibility in terms of CEC and values—thus 
they might be the preferred outcomes. Also, the out-
comes identified may not be complete; there may be 
additional outcomes that have not yet been identified but 
that would be regarded as important by relevant stake-
holders. Thus, pursuant to The Core Outcome Measure-
ment 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 confined to peer-reviewed academic lit-
erature and did not retrieve grey literature that might 
have shed light on some of the issues discussed. Fur-
ther, 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 com-
munity to determine standardized outcome measures for 
CEC evaluation research. Despite the benefits of stand-
ardized 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 defini-
tive cause and effect [105]. The MRC framework, while 
on the one hand offers a useful guide to position CEC as 
relevant to health care, should be recognized as repro-
ducing 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, includ-
ing traditional and Aboriginal ways of knowing, and an 
anti-oppressive lens. Conflicts 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 his-
torical 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, 

difficult to measure, and requires highly skilled facilita-
tion to be effective. As is the case with other fields 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 viewed as “the pinnacle and pri-
mary goal of research activity” [105], although it can pro-
vide 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 field 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 preci-
sion is not to be sought for alike in all discussions, 
any more than in all the products of the craft [106].
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