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First motivated by cases involving high-profile debates (such as Quinlan1 and Cruzan2), the practice of
ethics consultation has become integrated into daily care, and a “mechanism for addressing ethical issues” is
now explicitly required by accrediting bodies.3 Because of this integration, there is a growing need to evaluate ethics consultation and to establish criteria for effectiveness. One of the key characteristics of successful
interdisciplinary team approaches in a clinical setting is the establishment of “clear goals with measurable
outcomes.”4 Ethics consultants themselves are aware of this need to evaluate effectiveness. Most strive to
achieve the most morally appropriate resolution to value conflict. It is important to know, then, which components or methods of ethics consultation yield positive results.5 As bioethicists, we are well aware of the
theoretical goods such services might achieve, but should insist on evidence regarding the effectiveness of
ethics consultation relative to these goods.6 Additionally, ethics consultants should be held accountable for
their recommendations, and standards are needed to judge the merit of the work any particular consultant
does. This concern is especially important because ethics consultation represents a new and relatively mysterious service for many clinicians, administrators, patients, and patients’ families. Lack of familiarity with
this service can result in evaluating the service on the basis of inappropriate criteria. Perhaps the most
important reason offered in support of the need for evaluating ethics consultation, however, is that sustaining
the viability of this service may require a demonstration of its value. In the words of Ellen Fox and Robert
Arnold, “In this era of escalating healthcare costs, health planners, policy makers, and administrators are
increasingly demanding that providers justify the resources they expend by demonstrating measurable results.”7
In this article, we argue that while all attempts to evaluate ethics consultation will have their share of
problems (for reasons we expound upon herein), some proposals are more problematic than others. We
appreciate the need for, and advantages of, quantifiable measures of evaluation, but we must stress that these
quantifiable measures represent contingent (or contextual) values. It would be problematic indeed to mistake
outcome measures that are characteristic of clinical medicine or the social sciences for the true goals of
ethics consultation because they are related to the goals of ethics consultation and are more easily measured.
To see this more clearly, consider the relative ease with which one might measure such things as length of
stay in the intensive care unit (ICU), number of hours on a ventilator, patients’ satisfaction scores, et cetera,
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versus such things as the promotion of moral values, clarification and respect of patients’ and providers’
values, optimizing good decision making, et cetera. Further, we worry that the emerging trends in evaluation
of ethics consultation, focusing either on empirical data such as costs, or more subjective data, such as
satisfaction scores, run the risk of undermining the project of ethics consultation, or winning favor among
certain parties (such as hospital administrators) for the wrong reasons. We register our concerns here.
Existing literature evaluating the effectiveness of ethics consultation can be grouped into three categories: first, there is a literature on the theoretical justification of ethics consultation,8 which explores the
nature, role, and methods of this service and proposes to evaluate it in terms of justified theoretical goals.
This literature primarily focuses on issues of justifiable process, neglecting to provide an evaluation mechanism for the outcomes resulting from this process. Since here we are concerned with evaluation of the
outcomes of ethics consultation, we will not offer a critique of this “meta-literature.” Second, there is a small
literature on the effect of ethics consultation on patients’, families’, or health workers’ satisfaction.9 This
literature attempts to measure either how helpful ethics consultation was perceived to be, or how satisfied
one or more of the parties involved were with the process or recommendations made. While attempts to
measure satisfaction have a history in clinical medicine,10 many of the studies concerning satisfaction for
ethics consultation utilize samples too small to draw statistically sound conclusions or have other methodological flaws that prevent general conclusions regarding ethics consultation from being drawn. In our opinion, the most significant problem with this approach, however, is that “satisfaction,” by itself, may not be an
appropriate criterion for evaluating the success of ethics consultation, as we discuss below. Finally, there is
a small but growing literature looking at the effect of ethics consultation on clinical outcomes, evaluating
ethics consultation in light of these outcomes. It is this literature we are most concerned with here.
Measurement of effects on clinical outcomes have, unsurprisingly, been a domain dominated by interest
in standardized, empirical criteria. As Fox and Arnold observe, “Outcomes research is the accepted method
for establishing the utility of health services.”11 This observation is significant for two reasons. First, outcome research relies, unsurprisingly, on quantifiable measures that may reflect traditional goals in medicine
quite appropriately, but may not fit the goals of ethics consultation. This fact may have contributed, in part,
to the selection of criteria employed to evaluate the effectiveness of ethics consultation, creating problems
for this evaluation, because, by nature, ethics consultation involves contingent empirical goals. Second,
because evaluation measures are likely to be taken by hospital administrators (and others) as a demonstration
of the worth of ethics consultation, it is of paramount importance that we take care to frame criteria for
evaluation that does not undermine the basic nature of the service.
The need to evaluate ethics consultation is not easy to address due to the nature of the intervention itself,
and the contingency of specific measurable goals for ethics consultation. Fundamentally (and historically),
ethics consultation is concerned with value conflicts as they arise in the acute patient care setting,12 but
measuring success in the resolution of a value conflict is no inconsequential task. This is true because moral
and social values like liberty, autonomy, and beneficence (to name just a few) are not easily calculated,
quantified, or exchanged. Indeed, it has been argued that many such values are incommensurable, which
might suggest any attempt to quantify and balance at this level is doomed.13
Prior attempts to measure the outcomes of ethics consultation have focused on outcomes that are not,
and should not, be the central aim of ethics consultation itself. While we acknowledge the value of the
outcomes in question (which we examine in detail below), these outcomes are valuable only in certain
specified circumstances (that is, the value of these outcomes is contingent), a feature not explicitly recognized in attempts to evaluate ethics consultation. To avoid evaluation criteria that undermine the basic nature
of ethics consultation, the contingency of practical outcome values must be recognized and accounted for.
Any attempt to evaluate ethics consultation, then, must proceed very carefully.
Furthermore (and most importantly for our discussion below), it must account for the fact that the strength
and relevance of the contingent features of the cases themselves will differ from case to case. An attempt to
universally define the value of a treatment option (for example, developing a universal concept of
“nonbeneficial” as we discuss below), will surely encounter problems if it is defined in any terms other than
2

J.M. Craig and Thomas May, “Evaluating the Outcomes of Ethics Consultation,” The Journal of Clinical Ethics 17, no. 2 (Summer 2006): 168-80.

purely physiological. To evaluate the success of ethics consultation, then, it is necessary to appeal to a
criteria system that allows for the contingent nature of practical goals and their relationship to the more
general or fundamental goals of ethics consultation. First, at a practical level, what ethics consultation is
meant to do will itself differ from case to case. Typically, the goals of ethics consultation might include:
• To help clarify and articulate patients’ preferences,
• To bridge the gap between patients’ preferences and reality when there is a discrepancy,
• To ensure respect for individuals’ values among not only patients and their families, but providers as
well,
• To reduce moral distress among all parties,
• To optimize good decision making.
It is important to note that, in one instance ethics consultation may be meant to help resolve conflict
between family and physician, while, in another, it may be meant to help identify what would be in the best
interests of a nonresponsive patient. What is important in most instances is that the ethics consultation
respond to the problem for which the ethicist was consulted.
Second, the criteria used to measure success for any of the goals described above will themselves will
serve as “placeholders,” whose content will be filled in by reference to specific features of a particular case.
For example, the content of the specific criteria used to measure the success of “ensuring respect for individuals’ values” will be contingent on the specific values of the patient and/or other parties involved.
The “dual contingency” just described creates problems for many attempts to measure the success of
ethics consultation, as we will discuss below. Nonetheless, if we are to examine the impact of ethics consultation, it is important to know whether the lofty ambitions of this enterprise are met. It is possible, for
example, that we find ethics consultation does not contribute to realization of the goals that justify it, or even
is counterproductive in the context of these goals. A 1995 Conference on Evaluation of Case Consultation in
Clinical Ethics identified, as a major problem, the paucity of empirical literature measuring these effects, a
relative paucity that continues to exist.14 This paucity, however, exists for a reason: ethics consultation is
unlike most other interventions in the clinical setting, requiring criteria that are difficult to translate into
empirical measures. While we believe that the empirical studies that have attempted to measure the success
of ethics consultation do have value, it is very important to recognize that the results of these studies must be
mitigated by an appreciation of their contingent nature.
MEASURING THE OUTCOMES OF ETHICS CONSULTATION
As noted above, one reason for evaluating ethics consultation in terms of outcome research is that this is
the accepted method of clinical evaluation. As a patient care service meant to influence the formulation of
treatment plans in a hospital setting, there is a temptation to evaluate clinical ethics consultation according to
criteria used to evaluate more traditional clinical interventions. In this context, as Ann Mills, Patricia Tereskerz,
and Walt Davis have observed, “Evaluation of consultation outcomes has generally followed the familiar
cost and quality approach.”15 Economic criteria for evaluating ethics consultation, Matthew Bacchetta and
Joseph Fins argue, “helps administrators compare the value of one clinical activity to another.”16 As Fox and
Tulsky observe concerning the increasing pressure for ethics consultants to demonstrate their worth: “What
. . . will it take to convince others that ethics consultation is worthy of support? One approach would be to
show that by reducing expenditures for unwanted and wasteful resources, ethics consultation can save money
for institutions.”17
This trend is clear in a recent study by Schneiderman and colleagues published in Journal of the American Medical Association.18 The study compared ICU days, hospital days, and use of life-sustaining treatments for patients who did not survive to discharge (as well as mortality for those who did survive to
discharge) in two groups: those offered ethics consultation, and those who received “usual care.” The stated
objective of the study was to determine if ethics consultation in an intensive care setting would reduce the
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use of life-sustaining treatments for patients who failed to survive to discharge, and, at the same time, measure whether there was a significant effect on mortality for patients overall. The study also incorporated a
measure of physicians’ and families’ perceptions of the helpfulness of ethics consultation. This is not the first
attempt to discuss the impact of ethics consultation in terms of objective, measurable outcomes. Dowdy and
colleagues examined the effect of proactive ethics consultation on documented patient care communications
and on decisions regarding high-risk intensive care unit patients in terms of frequency of communications,
frequency of decisions to forego life-sustaining treatment, and on reduced length of stay for ICU patients on
continuous mechanical ventilation for more than 96 hours.19 The SUPPORT study, while it did not utilize the
mechanism of ethics consultation, did look at issues commonly associated with ethics consultation. These
included attention to DNR (do-not-resuscitate) orders, patients’ and physicians’ agreement on preferences to
withhold resuscitation, days spent in an ICU receiving mechanical ventilation or comatose before death,
frequency and severity of pain, and hospital resource use.20
The study by Schneiderman and colleagues offers an examination of the effects of ethics consultation in
quantifiable terms that demonstrate the contribution of such a service to goals that are easily identifiable for
clinical medicine more generally. In this, the overall goal of the study project is laudable: as we discussed
above, there is an imminent need to measure the effects of ethics consultation so that we are better able to
evaluate and improve such services. A problem arises, however, concerning the specific criteria that should
be employed within this method of assessment. As Tulsky and Stocking observe, “one challenge limiting
investigation in this field has been identifying suitable study designs. Ethics consultation differs significantly from drugs and medical procedures for which a wealth of evaluation techniques exist.”21
Tulsky and Stocking do not elaborate on the ways in which ethics consultation differs from traditional
medical interventions; indeed, to facilitate much needed research in the area, they focus on the similarities
that might allow lessons to be drawn from outcome research in these other areas. However, identification of
these differences (and, most importantly, their relevance for the acceptability of criteria that could be used to
measure the effectiveness of ethics consultation), is crucial to the creation of study designs. Below, we will
first examine our concerns with the most recent study to evaluate ethics consultation (that of Schneiderman
and colleagues), then turn to the broader problems faced by attempts to measure the effectiveness of ethics
consultation that ground these specific concerns.
THE CONTINGENCY OF BENEFIT
In assessing the attempt by Schneiderman and colleagues to measure the effectiveness of ethics consultation, our first concern relates to their assumption that the hospital days and treatments provided to patients
who did not survive to discharge were “nonbeneficial.” According to the authors, the assumption is that
since an outcome of death before discharge represents “a failure to achieve a fundamental goal of medicine,”
continued intervention (administration of antibiotics, ventilator support, tube feedings, and so forth) leading
to such outcomes is “nonbeneficial.” If such treatment is in fact nonbeneficial, reducing the extent of the
intervention is “good” for a number of reasons; the burdensome aspects of continued nonbeneficial treatment have been extensively documented and discussed in the literature.22 However, this assumption is extremely problematic. It is not always the case that treatments provided to those who fail to survive to discharge are nonbeneficial or unwarranted. As can be seen in the bioethics literature, assessing “benefit” is
quite complex, and must include a consideration of the effect of treatment on a patient’s quality of life.23 In
this, benefit cannot be assessed simply on the basis of survival to discharge (although this is important). Pain
medications for terminal patients are the clearest example of treatment provided to patients who will not
survive to discharge, but that are universally seen as benefiting the patient. Scheiderman and colleagues
would likely point to the fact that the goal of pain medication in these circumstances is realized, and thus
such medications are beneficial, while the goal of ICU days, ventilator support, et cetera is to lead to discharge from the hospital. But is this always the case? Cannot aggressive intervention at times be meant to
accomplish goals that do not depend on survival to discharge, but that do allow the patient to experience
benefit? We believe it can.
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Consider a case in which a patient in her mid-sixties, with a history of chronic COPD, diabetes, cardiomyopathy, and ventricular arrhythmia, is admitted to the ICU, suffering from respiratory failure and T5 &
T6 fractures after falling. It is likely that she will need long-term ventilator support. Several years earlier, she
had made the decision to have cardiopulmonary resuscitation (CPR) withheld (DNR), and stated that she did
not want her life to be prolonged through ventilator support if the time should come that such support would
be long-term. She has even taken the steps of making future hospice arrangements. Upon the current admission, however, she has requested that her code status be changed to “full-code,” and that ventilator support
be continued. She has been intermittently confused but was believed to be decisionally capable when she
requested reversal of code status. The physician in charge of the case is uncomfortable with these requests
for several reasons. First, he does not believe that the treatment (CPR) will benefit the patient, as the patient
is unlikely to improve to the point that she could be discharged from the hospital, and would likely not leave
the ICU. Second, he believes that her wishes, as stated prior to the current admission, are more reflective of
her deeper values, and that her current change in attitude may simply reflect fear, or, perhaps, confusion. He
believes counseling and support are more appropriate than ventilator support. An ethics consultation is called.
In the course of investigating the patient’s values, it emerges that the reason for her change in attitude is that
her daughter is pregnant, and will likely give birth in about four weeks. The patient would like to stay alive
to see the birth of her only grandchild, even if that means chronic ventilator support and aggressive medical
interventions. The physician remains uncomfortable with this approach, as he believes she will not survive
for even that time frame, but better understands the patient’s concerns.
The above case lacks the complex features that characterize most ethics consultations, especially in
regard to conflicts of deeply held values that lead to intractable disagreement. Indeed, the case above may be
nothing more than a simple communication problem. However, it is useful for illustrating the problem at
hand because of this very simplicity, which makes the assessment of benefit clear. Most would argue that an
appropriate recommendation, if not the appropriate recommendation from the ethics consultant in this case,
would be to allow the patient to fulfill her wish to see her only grandchild before she dies, even though it is
highly unlikely that she will survive to discharge, and even though this recommendation will result in significantly more ICU days and time on the ventilator.
Here, “benefit” to this patient clearly cannot be measured accurately if survival to discharge is a prerequisite to the value of ICU and ventilator time in the standard of measurement. In fact, even if she does not
survive to actually see her grandchild (in fact failing to attain the “benefit” she desired), a recommendation
allowing the patient a chance to realize this goal is arguably an appropriate recommendation. In short, the
concept of benefit is contingent by nature (to use language we employed earlier, a “placeholder concept” to
be filled in by reference to particular cases): whether a treatment “benefits” a patient will depend on what
that patient values, as well as that patient’s circumstances. At root, because the idea of “benefit” is valueladen, it does not lend itself to the types of standardized criteria for measurement that many clinical intervention outcome studies seek. The criteria employed in the study are a legitimate measure of the success of
ethics consultation only if ethics consultation is limited to conflicts involving insistence on continued treatment that does not benefit the patient (no values outside mere survival are realizable). However, since the
idea of benefit is itself contingent by nature, criteria that does not acknowledge this contingency will not
measure the effectiveness of realizing the goals of ethics consultation appropriately. This leads to our second
concern: that the criteria employed by Schneiderman and colleagues might lead to the adoption of inappropriate criteria for measuring the effectiveness of ethics consultation.
CAN CRITERIA OF SUCCESS IN ETHICS CONSULTATION BE STANDARDIZED?
To the extent that ethics consultation involves the value-laden task of “assessing benefit to the patient” at
a fundamental level (as we believe it should), the ethics intervention will reflect significant differences from
outcomes measured in the context of most traditional interventions in the clinical setting. First, the effects
measured from most clinical interventions tend to be physiological in terms of what is measured; in this,
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common standards apply to each person. This means that the outcomes to be measured are not conceptually
value-laden in regard to effect, but merely value-laden in regard to when that effect is appropriately sought.
One need only compare the role of ethics consultation in the task of assessing “benefit” (as described above)
to the task of antibiotic administration to see a clear example of how the inherent outcomes of ethics consultation are more conceptually value-laden than that of traditional interventions in the clinical setting, in terms
of effects to be measured. For example, whether the goal of killing off a bacteria through the use of an
antibiotic is an appropriate goal is an issue that is subject to values (if we do not value the outcome, it is not
an appropriate goal); however, whether or not the antibiotic in question actually kills the bacteria in question
is not an issue. It is the latter that is the focus of most evaluation of clinical intervention: how effective is this
intervention at achieving an outcome (bracketing the question of when the outcome in question should be
sought)? Thus, measuring the effect of an antibiotic does not require criteria that accounts for differing
patients’ values, as the outcome measured is not value-laden at a conceptual level. In this, it is amenable to
standardized criteria.
Ethics consultation, however, is concerned with the formulation of appropriate outcome goals: in this, it
is concerned with value-laden issues as an inherent focus. As articulated in a report published by the American Society for Bioethics and Humanities (ASBH), Core Competencies for Health Care Ethics Consultation, “To the extent that consensus exists about the goals of ethics consultation, it is that ethics consultation
should facilitate the development of treatment plans that are more consistent with a particular patient’s life
values and goals.”24 In this respect, the general goal of an ethics consultation may be standardized; however,
what specific outcome is appropriate will, necessarily, change from circumstance to circumstance, and from
patient to patient. Thus, ethics consultation will be less amenable to standardized criteria for outcome measurement, since the very outcomes to be measured will be value-dependent.
In addition, the measurement of the effects of traditional clinical interventions normally relate to outcome goals that are, empirically, less susceptible to patient-by-patient differences, making these goals more
amenable to across-the-board criteria for outcome measurement. The reason for this is that the outcome
goals that are measured are normally already assumed to be valued: if they are not, the patient (presumably)
would not have accepted the intervention. Thus, universal standards of “good” are more easily established
within the more narrow context of patients who have already deemed this intervention to be of value. The
goal of a heart transplant, for example, is for an outcome of extended life. This goal normally is consistent
across the patient population of transplant recipients. However, the existence of an outcome goal that is clear
and consistent (across patients) is not normally the case in regard to ethics consultation. In fact, it is lack of
clarity on this very issue that gives rise to ethics consultation: the Core Competencies for Health Care Ethics
Consultation begins by stating, “Health care ethics consultation is a service provided to . . . address uncertainty or conflict regarding value-laden issues that emerge in health care.”25 Thus, ethics consultation is
normally concerned with issues of establishing what outcomes are valued, and thus which interventions
offer outcomes that are appropriate for a particular patient. Such a goal is, by nature, not amenable to measurement using across-the-board criteria that fail to account for differing values and goals of particular
patients. Indeed, it is this feature of ethics consultation that grounds our concern with the attempt to deem,
for example, days in an ICU or time on a ventilator to be, universally, “nonbeneficial” for patients who do
not survive to discharge.
ETHICS CONSULTATION AND COST REDUCTION: AN UNINTENDED SIDE-EFFECT?
There is a very real danger in representing ethics consultation in a way that glosses over the unique and
specialized role of ethics in healthcare and that minimizes the fundamental differences between ethics consultation and traditional clinical interventions. Since the benefits that can be assessed through patients’ values are contingent by nature, the criteria that are meant to measure effectiveness in the context of benefit
must have a contingent dimension if patients’ values are to be taken seriously. Thus, the absence of a contingent dimension in the criteria employed by Schneiderman and colleagues can be taken to imply that the
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goods that are measured take priority over patients’ values, rather than being weighed in the context of
patients’ values. If this is the case, the specific criteria employed by Schneiderman and colleagues further
imply that ethics consultation is a mechanism to reduce costs, since ultimately the criteria reflect these types
of concerns. Each of the criteria employed by the study (length of stay, time in the ICU, and time spent on a
ventilator) often are associated with hospital costs.26 Thus, the implied “good” measured by the study in
question (given how the criteria employed normally are used) is that of ethics consultation’s usefulness as a
mechanism that reduces costs through reduction of ICU time, hospital days, use of ventilators, and so forth.
It is important to note that we do not wish to claim that this was the position of the authors of the study. Our
concern is with the (likely unintended) implication that might be drawn from the authors’ criteria: that reduction of the use of resources is how ethics consultation contributes value to clinical medicine. Even if ethics
consultation does have this effect in some cases, our point is that to consider this a goal of ethics consultation
is a mistake.
Further, we do not wish to claim that costs are, or should be, at all times irrelevant to ethics consultation.
There may well be situations in which justice-related issues of resource allocation, in terms of the value
returned for the use of resources, are appropriate dimensions of ethics consultation. In an age of increasing
financial crisis within the healthcare system, it is simply not feasible to provide expensive treatments to
patients who are unable to benefit, or even to some who might benefit (in all cases).27 Thus, the reduced use
of resources in “nonbeneficial” circumstances would be a positive outcome. However, our point is that,
while ethics consultation should contribute to the value gained in the use of resources, it should do this not
through reduction in resource use per se, but instead through formulating treatment plans that are more
oriented toward goals that are deemed to be valuable. This, in turn, must involve a contingent dimension that
incorporates a recognition that “benefit” will be assessed differently, given the values of different patients. In
this, the treatment plan that is most appropriate may cause a reduced length of stay, a similar length of stay
that is deemed to be more beneficial, or even a longer stay in which significant benefit is present. It may
often be the case that ethics consultation causes a reduced use of resources, but this reduction is contingent
on the case in question, and should not itself be the goal of ethics consultation.
The dangers of “unintended consequences” from using quality assessment tools is problematic throughout clinical medicine.28 By attempting to measure the effect of ethics consultation through standardized
criteria, the danger is one of creating benchmarks for the evaluation of ethics consultation that undermine its
very goals.29 This is true whether the study seeks to use the criteria as a goal, or simply to measure the effect
not as a goal, but because of interest in the phenomenon itself. That is, even if one simply wished to measure
the effect of ethics consultation on the use of resources without implying that this is a goal, if the effects of
ethics consultation on length of stay indicate that it is associated with reduced length of stay, while it does
not increase mortality, administrators (and others who are peripherally familiar with ethics consultation) are
likely to take this as a benchmark for the contribution of ethics consultation to institutional goals (as other
clinical interventions would be evaluated accordingly). This is especially true in an era when hospital services are increasingly required to demonstrate their financial viability or improve efficiency. Once established, however, such a benchmark would clearly provide an incentive for ethics consultation to cause outcomes that contribute to this benchmark. Our point, however, is this: even treatment planning that utilizes
similar (or even more) resources than alternative plans, but that aim toward goals that are of more fundamental value, would contribute value to the improved utilization of resources and should be considered successful.
A benchmark of cost reduction might result in bias toward withholding or withdrawing a therapy, because forgoing it would result in a reduced length of stay. This phenomenon was raised as a criticism of a
report on a pilot study that was written by Schneiderman and colleagues30 several years prior to their study
published in Journal of the American Medical Association: “The use of ‘reducing unwanted and inappropriate treatments’ as an outcome measure and the comments in the discussion that the ethics consultation helped
in clarifying the legal basis for forgoing treatment suggest that the ethics consultation may have been onesided, possibly leaning toward persuasion to forgo therapy rather than independently clarifying the views of
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all parties and recommending their enactment. Would not a measure of ‘fulfilling the patient/proxy’s expectations’ have been an outcome measure more accurately reflecting the true objective of the ethics consultation?”31 We share the commentators’ concern with the potential bias for cost-saving, as well as the general
need to incorporate patients’ and family members’ values into outcome measures, as our previous comments
make clear. It is worth noting a potential problem, however, with the suggestion of using “fulfillment of
patient/family expectations” as a measure of effectiveness. If the expectations of a family are not appropriate
— for example, perhaps they wish for active euthanasia — then the ethics consultant should not attempt to
fulfill these expectations. It is to this general area of concern that we shall now turn our attention.
MEASURING SATISFACTION WITH ETHICS CONSULTATION
The complexity of the goals of ethics consultation are not only a problem for traditional medical criteria
of outcomes measurement, but also for traditional social science criteria. Consider one attempt to evaluate
ethics consultation through the satisfaction of patients and family members.32 This study conducted interviews with patients or surrogates for whom an ethics consultation was provided, within a few weeks after
hospital discharge. Using a five-point Likert scale, interviewees were asked if the ethics consultation was
helpful to the family, and asked whether the consultation had been helpful or detrimental to the patient (a
similar tool was also employed by Schneiderman and colleagues). The authors concluded that ethics consultation had been helpful in a majority of cases, and rarely detrimental.
As was the case with attempts to evaluate ethics consultation through objective outcomes criteria, such
as length of stay, attempts to evaluate ethics consultation through traditional “social science” satisfaction
criteria can be problematic. In this case, the benchmarks established may provide an incentive to make
recommendations that maximize the contentment of one (or both) parties with a recommendation by ethics
consultants. Given the fundamental goals of ethics consultation, the ethics consultant should be aligned with
no particular party.33 While, in general, it is a good thing to have patients, families, and healthcare workers
express positive attitudes toward ethics consultation, the integrity of the service requires that we separate
these attitudes from the consultation process.
In some instances, cases that result in the discontent of one (or more) parties may be cases in which
ethics consultation was most needed. Imagine, for example, the case of a severely retarded patient, when the
physician believes that the patient’s (healthy) baseline quality of life does not warrant aggressive intervention (because he is severely retarded), but family members have grown weary of the “burdens” of caring for
him. Imagine that, due to the patient’s severe retardation, he is unable to participate in decision making (or,
for that matter, offer valid assessment of satisfaction with the ethics consultation process). Both the physician and family, then, believe that lifesaving intervention should be foregone, despite the fact that the patient
would be expected to make a full recovery and return to what, for him, is a happy baseline quality of life. The
ethics consultant’s role may well be one of protecting the patient’s access to aggressive intervention that
would benefit him, despite the family’s and the physician’s unhappiness with this recommendation. If this
were the case, the “correct” recommendation may result in low satisfaction scores from both the family and
the physician.
At root, ethics consultation is not about making friends or becoming popular. Indeed, attempting to bring
about an appropriate moral outcome can be difficult, inconvenient, and, in some cases, even burdensome.
This may, in some cases, lead to bias in the evaluation of the consultation process: assessments of “helpfulness” might be subject to others’ perception of ethics consultation’s ability to assist in bringing about the
outcomes that they desire in circumstances where an individual’s values are not the appropriate framework
for decision making. Here, we do not wish to claim that satisfaction is irrelevant to assessing the effectiveness of ethics consultation. Rather, satisfaction by itself should not be the basis of assessing ethics consultation, but should be placed in context with the fundamental goals of the intervention. Ethics consultants
should seek to help allay moral distress in these circumstances through assistance in understanding the basis
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of appropriate decision making. This itself may lead to perceptions of helpfulness or appreciation with the
ethics consultation process, which is always desirable. However, satisfaction with the outcome of a decision
or a process per se is not the outcome goal.
CONCLUSION
It is understandable how some phenomena that are commonly associated with ethics consultation become identified and employed as criteria to evaluate such services. In fact, ethics consultation does (based
upon our own observations) seem to result in more withdrawal of treatments that are deemed “nonbeneficial” by patients (rather than continuing contested interventions), and does commonly result in the increased
satisfaction of patients and families. This, perhaps, due to circumstances that leave patients and families
vulnerable and create power differentials between patients and families and physicians; thus, ethics consultants more often find themselves advocating for patients than not. It is no surprise, then, that evaluations of
ethics consultations find these services to be both cost-effective and value-added services.34 Because both of
these phenomena are positive, there is an understandable desire to systematically demonstrate these effects.
However, it is important to recognize that these are contingent phenomena that are associated with ethics
consultation through circumstance, not phenomena that can be directly tied to the foundational goals of
ethics consultation itself. That is, these goals are appropriate for many, but not all, cases, and have value if
properly framed as contingent. If they are allowed to be used as benchmarks for evaluating the effectiveness
of ethics consultation, however, “outlying cases” that do not conform to these common phenomena (as
described throughout this article) will either evaluate ethics consultation as ineffective when it has been,
possibly, its most effective; or will provide incentives for consultants to (consciously or subconsciously)
make recommendations that are in line with the benchmarks, rather than with the goals of ethics consultation
itself (the worst scenario of all). This is profoundly important when one considers that ethics consultation
nearly always involves difficult “outlier cases” in some respect: it is this feature that normally leads to a
request for ethics consultation.
One foundational issue we have pointed to concerns the relation of ethics consultation to clinical outcomes per se. Here, it may be instructive to consider some issues raised by attempts to measure the effects of
spiritual interventions in the clinical setting. Ethics consultation and pastoral care consultations serve different functions in the clinical setting. This is true not only because ethics consultation is grounded in a secular
concern with values, but also because ethics consultation is focused on resolving problems in clinical decision making. Nevertheless, as ethical issues involve subjective, normative dimensions that are in some respects analogous to spiritual matters, some lessons may be drawn from attempts to assess spiritual practices
in the acute care setting; the focus of ethics on intangible values shares some characteristics with spiritual
matters that are relevant to assessing appropriate evaluation criteria. For example, one study that attempted
to measure the clinical effects of prayer35 met with criticisms that questioned whether the function of prayer
is such that it can or should be measured through observable clinical results.36 Likewise, the role and importance of many values (particularly moral values) in an individual’s life may not be readily apparent, observable, or quantifiable.
Furthermore, in circumstances in which intervention can only offer outcomes that are at odds with a
patient’s values, the patient may reject the intervention to maintain his or her values. Indeed, the value of
independence or dignity, for example, may be most apparent when these are threatened or undermined, at
which time a person may risk all (including life) to maintain these values. Like prayer, the worth of ethics
consultation is not simply a function of its clinical effects. As Ezekiel and Linda Emanuel have observed,
there are good reasons for pursuing greater respect of patients’ rights and wishes, even when there will be
little or no cost-savings.37 Close attention to these important differences leads to significant questions about
the suitability of the criteria employed by Schneiderman and colleagues to evaluate ethics consultation.
Attempts to measure the effectiveness of ethics consultation must take into account a variety of complex
goals and features, some of which are objective, and some of which are subjective. Studies that focus on one
9
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or the other of these do contribute to our understanding, but must be careful not to create other difficulties.
Effective measurement studies must find a way to measure quality of life during and after treatment for those
patients who receive an ethics consultation, contrasting this to the quality of life for similar patients who do
not. To the extent that justice-related allocations of resources are a part of ethics consultation, a mechanism
that uses, for example, quality adjusted life years (QALYs) might be employed. Similar difficulties in measuring the effectiveness of complex clinical services have been identified within the hospice movement,
which has sought multivariable measurement devices that include both more objective components (for
example, pain, functional status) as well as subjective components ( such as satisfaction, anxiety).38 A similar
multivariable measurement scheme is surely needed for ethics consultation. Whatever measure is developed,
it is important to recognize that the best measure of the success of an ethics consultation is the extent to
which it contributes to the creation of treatment plans that are more appropriate for the patient in the contexts
described above. While this may at times result in treatment plans that involve reduced length of stay,
reduced length of stay should not, itself, be the measure used in evaluating ethics consultation. Nor is the
satisfaction of surrogates, family members, or health providers, per se, equivalent to the goals described.
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