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MEDICAL ETHICS ADVISOR SPOTLIGHTS QUALITY

This month’s issue of Medical Ethics Advisor is a special issue on quality and ethics . 

Our cover story reports on efforts to create a national standard for individuals 

who perform clinical ethics consultations . Inside, we cover standards for training 

on clinical ethics consults, how to demonstrate providers’ satisfaction with ethics 

consults, how to begin to assess the quality of an organization’s ethics program, the 

VHA’s comprehensive approach to ethics evaluation, a growing trend of ethicists 

seeing more complex cases, and new research on identification of quality measures 

for ethics consults .

ASBH to Address Lack of National 
Standard for Ethics Consultation
Consistent quality ‘pivotal to the legitimacy of what we do’

Evaluation of individuals who 
perform healthcare ethics 
consultations (HCECs) varies 

widely. In some cases, it doesn’t occur at 
all.

“We would never tolerate that for 
any other clinical intervention, be it 
bypass surgery or primary care,” says 
Joseph J. Fins, MD, MACP, chief of 
the division of medical ethics at Weill 
Cornell Medical College in New York 
City.

Ethics consults often involve some 
of the most important decisions in 

the hospital, notes Fins. Ethicists 
routinely help to resolve issues such as 
whether life-sustaining therapies will be 
continued or withdrawn, or whether a 
patient’s religious beliefs are respected or 
not in the context of a medical need, for 
instance.

“We need to assure the American 
public that people who are doing ethics 
consults are capable of doing so,” says 
Fins. “It’s pivotal to the legitimacy of 
what we do.”

The American Society for Bioethics 
and Humanities (ASBH) recently 
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EXECUTIVE SUMMARY

The American Society for Bioethics and Humanities (ASBH) is considering 

developing a national standard for assessment of individuals who perform 

clinical ethics consultations .

• Some ethicists believe a national standard is necessary for clinical ethicists 

to be taken seriously in a healthcare climate increasingly focused on 

outcomes and evidence-based standards .

• ASBH recently surveyed practicing ethics consultants across the country to 

assess their interest in a certification program, and define the knowledge and 

skills they use in their practice .

• The results will help the ASBH board of directors determine whether to 

move forward with a national certification program .

surveyed practicing ethics consultants 
across the country to assess their 
interest in a possible certification 
program. The survey will also define 
the knowledge and skills that they 
use in their practice.

Current ASBH president Amy M. 
Haddad, PhD, expects the study’s 
findings to be considered at the 
board’s spring 2017 meeting.

“If the market research proves that 
a voluntary certification program 
is sustainable, the information we 
have gathered about knowledge and 
skills will form the foundation of 
a credible, defensible certification 
program to improve the quality of 
HCEC services,” reports Haddad, 
director of the Center for Health 
Policy and Ethics and Dr. C.C. 
and Mabel L. Criss endowed chair 
in the health sciences at Creighton 
University in Omaha, NE.

The ASBH survey included 
questions on ethicists’ background, 
work setting, and the core skills 
they rely on during consults, such 
as assessment, analysis, and moral 
reasoning. “A rating scale allowed 
respondents to express their 
judgment of the significance of each 
area as it applies to their current role 
in HCEC,” Haddad explains.

During his tenure as ASBH 
president, Fins convened a task force 

that took the first steps to assess 
the competence of clinical ethics 
consultants.1 “It’s untenable that 
clinical ethical consultation is not 
the object of some type of assessment 
and certification process,” Fins states. 
“It’s a patient safety issue.”

A recent study demonstrated that 
using portfolios as an evaluation 
tool for quality of clinical ethical 
consultation is a feasible approach.2

“We were able to demonstrate 
that we could assess the complex 
process of ethics consultation, with 
concurrence between reviewers,” says 
Fins. “That was a tremendous step 
forward in a rather nebulous area of 
assessment.”

The researchers view their 
findings as important progress 
toward an eventual certification 
process for clinical ethics consultants. 
“Conceptually, we proved it was 
doable. The next challenge will be 
implementation,” says Fins.

Fins believes a national standard 
is necessary for clinical ethicists to 
be taken seriously in a healthcare 
climate increasingly focused on 
outcomes and evidence-based 
standards.

“If we don’t seize the moment, 
it might jeopardize the field,” Fins 
says. “A standard is needed so people 
with similar kinds of dilemmas and 
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problems are treated in a consistent 
fashion, as we would expect for any 
other clinical activity.”

Fins notes that important medical/
legal decisions in the hospital 
setting are often handled by ethics 
committees.

“We have authority in hospitals, 
that in a sense, courts have ceded to 
us going back to Quinlan,” Fins says. 
“If we do not have a process that can 
withstand rigorous scrutiny, others 
will begin to question the legitimacy 
of the activity.”

How a certification process would 
be funded, and whether individuals 
who perform ethics consults would 
be willing to pay for certification, are 
important questions. “Establishing 
a national standard is not only a 
methodological problem to solve 
— it’s also a political and financial 
challenge,” says Fins.

To explore these issues, ASBH is 
currently conducting market research 
to assess the fiscal sustainability of a 
voluntary certification program. “The 
steps currently underway are designed 
to meet industry standards for legal 
defensibility and credibility,” Haddad 
explains. Criteria for accreditation, 
as established by organizations such 
as the National Commission for 
Certifying Agencies, must also be 
met.

Alexander A. Kon, MD, FAAP, 
FCCM, president-elect of ASBH, says 
that in order to obtain robust data, 
ASBH sent surveys to all known and 
potential healthcare ethics consultants 
throughout the U.S. “Based on the 
findings of this project, the ASBH 
board of directors will consider 
whether to move forward with a 
national certification program,” says 
Kon, clinical professor of pediatrics at 
University of California, San Diego 
School of Medicine.

The market research portion of the 
project is designed to assess interest 

among those currently providing 
HCEC services throughout the 
United States in obtaining national 
HCEC certification. This will 
provide data regarding feasibility and 
sustainability of national certification.

“The role delineation portion of 
the survey will provide a snapshot 
of what current healthcare ethics 
consultants do on a day-to-day basis,” 
explains Kon. This will shed light on 
what knowledge and skills consultants 
use in practice — necessary 
information for development 
of professional certification 
examinations.

“Therefore, this information is 
imperative if national certification 
in HCEC is to meet standards set 
by organizations that certify such 
professional certification programs,” 
says Kon.

Exciting Time for Ethics

Lack of standards for what 
qualifies an individual to provide 
ethics consults results in “tremendous 
variability in terms of quality of such 
services,” says Kon.

Hospitals may simply relegate this 
important task to individuals who are 
willing to take on the role, but lack 
the necessary expertise. “Assigning 
this task to individuals who lack 
appropriate education and training 
can — and often does — lead to 
substandard decision-making, and 
therefore, suboptimal patient care,” 
says Kon.

Creating standards for education 
and training, coupled with a 
national certification program, 
“has the potential to dramatically 
improve patient care,” says Kon. 
It also promises increased respect 
and credibility for the field. “As 
seen in other fields in healthcare 
— medicine, nursing, social work, 

chaplaincy, and pharmacy — as 
standards are promulgated, and 
professionals seek state or national 
certification, the quality of care 
improves,” says Kon.

With standards in place, adds 
Kon, “it is likely that facilities will 
be more willing to provide adequate 
funding for HCEC services, which is 
sorely needed.”

Haddad is enthusiastic about 
the future. “This is an exciting 
time for the field of clinical ethics 
consultation,” she says.  n
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No Current Standards for Training on
Ethics Consults

The Association of Bioethics 
Program Directors (ABPD) is 

currently considering standards for 
healthcare ethics consultation train-
ing programs. “There are currently no 
clear standards for training clinical 
ethics consultants,” says Amy L. 
McGuire, JD, PhD, current president 
of ABPD. McGuire is Leon Jaworski 
professor of biomedical ethics and 
director of the Center for Medical 
Ethics and Health Policy at Baylor 
College of Medicine in Houston.

“As a result, it is difficult to assess 
the competence of an individual who 
completes a training program and 
professes to have expertise in clinical 
ethics consultation,” says McGuire.

The purpose of developing 
standards for training programs is to 
ensure that all clinical ethics con-
sultants who graduate from training 
programs are proficient in the core 
competencies required to conduct 
ethics consultations.

“There is really no other aspect 
of patient care that does not require 
training in a program of demonstrat-
ed quality to meet industry stan-
dards,” says McGuire.

ABPD looked at accreditation 
and evaluation standards for differ-
ent fields. David Magnus, PhD, a 
past president of ABPD and chair 
of the workgroup that addressed the 

development of training standards,, 
notes, “There was a lot of heterogene-
ity in the quality of the assessments. 
Frankly, accreditation in some fields 
is not worth having.” For instance, 
one clinical field requires a financially 
stable program and a certain number 
of hours in practice, but has abso-
lutely no content requirements for 
accreditation.

Magnus says that in most fields, 
including medical specialties, there 
are significant deficiencies in how 
educational programs are actually 
evaluated, compared to what the 
literature says is necessary for valid 
evaluations.

“So while we thought — and 
still think — accreditation is worth-
while, we want to take the time to 
do it right,” says Magnus, director of 
Stanford (CA) Center for Biomedical 
Ethics and Thomas A. Raffin profes-
sor in medicine and biomedical ethics 
at Stanford University.

ABPD developed a self-study 
guide for ethicists to put together a 
substantial amount of information 
about their program. “The problem 
was in defining what counted as pass-
ing,” says Magnus.

Magnus feels certification of indi-
vidual practitioners will be needed to 
motivate programs to be accredited. 
“The accreditation will need to pro-

vide an output to assist in program 
evaluation, rather than relying solely 
on ‘environmental’ assessment of the 
educational program through infor-
mation provided by the programs,” 
says Magnus.

Programs that have fellowships 
in clinical ethics have made efforts 
to agree on standards. “But to date, 
consensus has been elusive,” says 
Magnus.

There are substantial differences 
of opinion about how many hours 
and cases a trainee needs to lead, and 
how much philosophical and ethical 
background a trainee should have 
prior to a fellowship.

“We expect to continue to work to 
see if we can achieve consensus, and 
potentially bring any disagreement to 
the larger ABPD group to adjudicate 
the differences,” says Magnus.  n
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Want to Assess Ethics? Clear Standards are a 
Good Start

As a consultant who helps 
healthcare organizations with 

their ethics programs, Ellen Fox, 
MD, often finds people want to 

evaluate quality but don’t know 
where to begin.

“When they look to the published 
literature for help, the evaluation 

methods they read about seem overly 
complicated, or impractical, or not 
a good fit for their organization,” 
says Fox, director of the Washington, 
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DC-based Center for Ethics in 
Health Care of Altarum Institute. 
Fox is professor of bioethics at 
Clarkson University in Potsdam, 
NY, and founder of Fox Ethics 
Consulting in Arlington, VA. She 
suggests starting with the following 
three questions:

1. Have we established clear and 
specific quality standards?

Few organizations have clear and 
specific policies to guide the practices 
of their ethics programs. Establishing 
these is a good starting point, accord-
ing to Fox.

Many hospital policies aren’t 
specific enough for evaluation 
purposes. For example, a policy might 
say that members of the consult 
service will interview the patient and 
other stakeholders “as appropriate.”

“To be useful for quality 
evaluation, this standard would 
need to clearly specify who 
should be interviewed under what 
circumstances,” says Fox.

2. Are the quality standards 
we have established consistent 
with widely accepted industry 
standards?

“Some hospitals have established 
clear standards that are problematic,” 
says Fox. For example, an ethics 
consult service might have a policy 
that says only attending physicians 
can request ethics consultations 
— whereas the accepted industry 
standard is that anyone with standing 
in a case should be able to request an 
ethics consultation.

“While there is no single 
authoritative source for quality 
standards in ethics consultation, 
I recommend two resources 
that were extensively vetted by 
stakeholders from multiple healthcare 
organizations,” says Fox. These are 
the American Society for Bioethics 
and Humanities (ASBH)’s Core 
Competencies for Healthcare Ethics 

Consultation (http://bit.ly/2iFCYwG) 
and the VHA’s primer on Ethics 
Consultation (http://www.ethics.
va.gov/ECprimer.pdf ).

3. Are we consistently following 
our own quality standards?

“Some hospitals have clear 
standards, but they don’t follow 
them — or at least not consistently,” 
says Fox. Fox recently consulted for 
a healthcare system with detailed 
policies on ethics consultation 
procedures. “But when I interviewed 
stakeholders at one of the system’s 
hospitals, they told me that the 
policies were completely ignored,” 
says Fox.

Once clear standards are 
established, it’s a relatively simple 
matter to assess program performance 
relative to those standards. “I often 
recommend to hospitals that they 
do this sort of evaluation before 
they undertake evaluations of other 
things such as access, satisfaction, or 
outcomes,” says Fox.

Fox was lead author of a 2007 
national study on ethics consultation 
in U.S. hospitals, which found that 
only 28% formally evaluated the 
consultations they performed.1 In 
almost half of hospitals that had a 
formal evaluation process, the process 
involved nothing more than an 
internal review and discussion of case 
records by members of the consult 
service.

“The study is more than 15 
years old, so the situation may have 
changed,” Fox acknowledges. “But in 
my experience, rigorous evaluation 
of ethics consultation services is still 
rare.”

Updated Data Coming

Updated data on evaluation 
practices are forthcoming, with a 
research study underway at the Alta-

rum Institute’s Center for Ethics in 
Health Care. “We will ask a random 
sample of 600 U.S. hospitals about 
their ethics consultation practices 
and their views on potential improve-
ment strategies,” says Fox. The study, 
funded by the Greenwall Foundation, 
will answer the following questions:

• How have ethics consultation 
services changed since the prior 
national study?

• How do ethics consultation 
practices compare with the standards 
articulated in the ASBH Core 
Competencies report?

• What do ethics practitioners 
think about ethics consultation? 
For example, do they believe 
the resources devoted to ethics 
consultation are sufficient?

• What strategies to improve 
ethics consultation do they think 
would be most effective?

• How much do hospital 
administrators know about ethics 
consultation services? Do their 
perspectives differ from those of 
ethics practitioners?

Part two of the study will involve 
a systematic review of 300 ethics 
consultation records from 100 
hospitals.

“We are developing and testing 
a new tool to score the quality of 
these records, building on the Ethics 
Consultation Quality Assessment 
Tool I developed with my former 
colleagues at VA’s National Center for 
Ethics in Health Care,” says Fox.  n
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EXECUTIVE SUMMARY

Ethicists at Indiana University surveyed clinicians about their experience with 

ethics consultation . Findings include the following:

• Most clinicians reported the consultation helped clarify the values of the 

individuals involved .

• About a third said the patient’s plan of care changed as a result of the ethics 

consultation .

• Ethicists used the positive results to underscore the value of the service to 

hospital leaders .

Ethicists Demonstrate Benefits by 
Surveying Clinicians

In Lucia D. Wocial, PhD, RN’s 
experience, systematic quality assur-

ance for ethics is performed “rarely, if 
at all,” due mainly to lack of time and 
resources. Many consultation services 
rely on volunteers, with no organi-
zational supports to conduct regular 
quality monitoring of their activity.

“Without resources, it is unrealis-
tic to expect volunteers to add this to 
the list of other duties,” says Wocial, a 
nurse ethicist at Fairbanks Center for 
Medical Ethics at Indiana University 
Health in Indianapolis. Lack of clear 
criteria on which to measure quality 
are another obstacle.

Yet, ethicists are being called to 
consult on increasingly complex cases 
involving a new category of patients 
— the “chronically critically ill,” says 
Wocial. Many patients have multiple 
comorbidities with chronic illnesses 
that have no clear trajectory. People 
live with heart failure and chronic 
obstructive pulmonary disease much 
longer, for instance. “But they have 
the need for hospitalization periodi-
cally long before they are on a clear 
downward trajectory where it is clear 
that they are dying,” Wocial explains.

This is complicated by situations 
with no clear surrogate decision-
maker, where surrogate decision-

makers are themselves in frail health, 
or when there is conflict among them.

“Probably the biggest challenge 
is when a patient’s medical illness is 
complicated by a psychiatric illness, 
sometimes undiagnosed,” says Wocial.

When evaluating the quality of 
ethics consults, Wocial says the fol-
lowing are important questions:

• Does the consult occur in a 
timely fashion?

• Is there evidence that ethicists 
follow a standard process once their 
help is requested?

• Do ethicists keep a record of 
their activity?

• What was the outcome on the 
patient’s plan of care after the ethics 
consultation?

• What was the effect on the 
members of the healthcare team, the 
patient, and the patient’s family?

“It is also important to have a 
transparent review, with discussion 
about cases and consult team activi-
ties in an open forum,” adds Wocial.

Wocial and colleagues recently 
conducted a study to assess clinicians’ 
experience with ethics consults.1 They 
concluded that ethics consultation 
offers meaningful support when clini-
cians face ethically challenging cases.

“The impetus was, in part, the 

ASBH core competencies and 
publications that suggested ethics 
consultants had an obligation to 
demonstrate the value of their work 
— and a genuine desire to evaluate 
our service,” says Wocial.

Researchers interviewed 123 
clinicians who initiated an ethics 
consultation, were interviewed during 
the course of an ethics consultation, 
or were present at a patient care 
conference attended by an ethics 
consultant. Some key findings include 
the following:

• More than 60% felt the 
consultation helped clarify their own 
values, and those of the patient and 
family.

• Only 32% indicated the patient’s 
plan of care changed as a result of the 
ethics consultation. “However, 75% 
indicated their confidence in the plan 
of care increased as a result of the 
ethics consultation,” says Wocial.

The group used the positive 
results to underscore the value of the 
service to hospital leaders. “The hope 
is that we can identify meaningful 
metrics that would result in increased 
resources to sustain the quality work 
made possible by the grant to do the 
study,” says Wocial.  n
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VHA Uses Comprehensive Approach to 
Ethics Evaluation

Is an ethics consultant highly quali-
fied and able to demonstrate his 

or her knowledge with an impressive 
portfolio of cases? That’s important in-
formation to know, but it’s not enough 
for Kenneth Berkowitz, MD, FCCP, 
chief of ethics consultation at Veter-
ans Health Administration (VHA)’s 
National Center for Ethics in Health 
Care.

“It doesn’t tell you if the quality of 
the overall ethics consultation service 
is enough to meet the needs of the 
patients, the staff, and the institution,” 
explains Berkowitz.

The VHA goes beyond assessing 
an individual consultant’s proficiency. 
“We need to have proficient consul-
tants performing high-quality con-
sultations in a manner that meets the 
needs of the patients, family, staff, and 
institutions they serve,” says Berkowitz.

Individual consultants may have a 
great deal of expertise in ethical issues 
that arise in the ICU, for instance — 
but a surgeon routinely discourages 
nurses from calling ethics consults. 
“To me, that’s not a high-quality ethics 
consultation service,” says Berkowitz.

Access, throughput, timeliness, and 
participation in organizational learn-
ing are all critical success factors. “All 
of these things are beyond just doing 
a good consult, but they are part of 
having a high-quality consultation 
service,” says Berkowitz.

Berkowitz says that currently, many 
ethics programs in this country “lack 
consistent standards and are undersup-
ported, and it’s very problematic.”

Mary Beth Foglia, RN, PhD, a 
healthcare ethicist at the center’s Seat-
tle office, says, “Ultimately, improving 
consultation quality is about ensuring 
ethically appropriate outcomes for 

patients, other stakeholders, and the 
healthcare system.”

The VHA’s 15-year effort has 
focused on improving the quality of its 
own ethics programs, but also provides 
tools to improve ethics consultation in 
general.

“We’ve tried to tackle ethics consul-
tation quality over the years in terms 
of structure, processes, and outcomes,” 
says Berkowitz. The following are some 
ways the VHA has done this:

• During site visits to individual 
facilities, the team looks at how the 
ethics program is functioning.

“We talk to the leaders and also 
people in the trenches — doctors, 
nurses, social workers, patients, and 
families — to find out if the program 
is functioning as well as it looks on 
paper,” says Berkowitz.

Berkowitz says the following are 
important questions to ask about an 
ethics program:

- Does the overall ethics program 
have leadership support?

- Do people feel comfortable bring-
ing up ethical concerns?

- Does the ethics consultation 
service contribute to organizational 
learning?

- Is there good access to the ethics 
consultation service?

- Does the service focus on quality 
improvement (QI)?

- Does the service assure competen-
cy in the full range of ethical questions 
that might come up, both clinical and 
organizational?

Berkowitz says that evaluation of 
healthcare ethics activities should be 
viewed in the same light as other clini-
cal areas.

“You can have a board-certified 
transplant surgeon, but if the 

transplant program isn’t functioning 
well, it doesn’t matter how the good 
the surgeon is,” he says. A successful 
transplant program encompasses 
more than just individual surgeons’ 
outcomes — it assesses access, fairness, 
infection rates, patient satisfaction, and 
multiple other factors. The same is true 
of ethics, he says.

“I hope that, in addition to assess-
ing individual consultants, there will 
be a growing movement to evaluate 
the ethics consultation service at the 
organizational level,” says Berkowitz. 
“That is my vision for where we need 
to go as a field.”

• The VA developed a standard-
ized process approach to performing 
ethics consultations.

“Part of the reason why we are so 
process-focused and structured is that 
we have to promote consistency within 
our system,” explains Berkowitz.

The CASES Approach (Clarify/As-
semble/Synthesize/Explain/Support) 
was developed over several years, with 
experts both inside and outside the 
VHA.

“It’s a consistent and systematic 
process,” says Berkowitz. “It’s a logical 
way to think through each ethics ques-
tion.” The center is responsible for eth-
ics consultation services at the VHA’s 
150 medical centers. “There may be 
150 ways to do it, but we need to 
come up with one way, and say at the 
VHA, ‘This is how we’re going to do 
it,’” says Berkowitz. “This is necessary 
in order to assess how ethics is doing, 
and for continuous quality improve-
ment.”

Ethicists take the following steps:
- clarify the consultation request 

and the ethics question,
- assemble relevant information 
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necessary to fully understand the 
circumstances,

- synthesize the information and 
perform an analysis from an ethics 
perspective,

- explain the synthesis to those who 
are involved, and

- support the consultation process 
by providing references, answering 
questions, continuing as a resource if 
further concerns or specific cases come 
up, and performing evaluation.

The CASES approach applies 
equally well to organizational ques-
tions as it does to individual cases.

On the individual case level, a 
consult might be requested because 
there was uncertainty or conflict about 
values surrounding a patient’s request 
to have his or her automatic implanted 
cardioverter defibrillator (AICD) 
deactivated. Providers are uncomfort-
able because they wonder if it’s akin 
to participating in physician-assisted 
suicide, yet they recognize the patient’s 
right to make choices about his or her 
own healthcare.

At the organizational level, the chief 
of cardiology might call to request a 
consult to review the ethical consider-
ations of AICDs for patients at the end 
of life in general. “We can help them 
think through the general concepts 
involved. The CASES approach pro-
vides a great framework for that,” says 
Berkowitz.

• The VA developed ECWeb, a 
quality assurance software tool.

The tool has been in use system-
wide since 2008, and contains records 
of more than 18,000 ethics consulta-
tions.

“Not only is ECWeb a repository 
of information and useful for qual-
ity improvement and education, but 
the way the data is entered reinforces 
the use of the CASES approach and 
promotes strong processes for ethics 
consultation,” says Berkowitz.

VHA efforts are currently under-

way to develop IEWeb, the second 
generation of the software. The tool 
will have improved and streamlined 
ethics consultation functionality, and 
will also help with preventive ethics. 
“It will be much broader in scope and 
functionality. We hope it will also have 
applicability for systems outside of 
VHA,” says Berkowitz.

Through the preventive ethics func-
tion, the updated software will help 
teams address systems issues that ethics 
programs also work on. For instance, 
there may be a pattern of consults 
called by ICU clinicians because there 
was an advance directive in place that 
the team wasn’t aware of until a week 
or so into the patient’s care. “We 
would say there was a systems issue 
there,” says Berkowitz. “Why didn’t 
the team know about the directives on 
day one?” IEWeb would help ethicists 
to study the problem and prevent it 
from occurring again.

“It will help people close eth-
ics quality gaps when practices don’t 
match the ethics standards,” says 
Berkowitz.

• Participants are routinely asked 
for feedback about ethics consults.

Outcomes are challenging to evalu-
ate. “We can benefit from learning 
about the experience of those who 
participated in ethics consultations,” 
says Berkowitz.

Participants in an ethics consult are 
surveyed about their overall satis-
faction with the consultation, and 
whether it was helpful.

“They also are asked questions that 
reflect their perception of the ASBH 
knowledge and skills competencies for 
ethics consultants,” says Berkowitz. 
Surveys address ease of access, time-
liness, whether the participant felt 
treated with respect, and their percep-
tion of the consultant’s expertise and 
competence.

“Looking back at five years of data, 
over one-third of all VHA consults 

received feedback from participants, 
which I think is amazing,” says 
Berkowitz.

In over three-quarters of the 
evaluations, participants reported that 
recommendations were both made 
and followed. “To me, that’s a strong 
assessment that the consultations had 
impact,” Berkowitz says.

• The ECQAT tool was devel-
oped to help the VA’s 150 supported 
consult services to identify improve-
ment opportunities based on the key 
elements.

“Somehow we have to be able 
to assess whether the content of the 
consultation reflects strong practices 
and is consistent with ethical norms,” 
says Berkowitz. The ECQAT tool was 
designed to support assessment of the 
quality of ethics consultations, based 
on the written record.1

“We needed to find some way 
to assess the quality of the content. 
That was the seminal concept of the 
ECQAT project,” says Berkowitz. 
“There’s no way around having some 
sort of standard rubric, with experts 
assessing the record.”

Foglia says, “As with any clinical 
service, whether clinical ethics 
consultation or cardiology, we have an 
obligation to develop approaches to 
assessing and improving the quality of 
the service provided.”

As a starting point, ethicists 
identified and described four key 
elements that must be present in 
every consultation. “These elements 
are intended to serve as standards for 
all ethics consultation case records, 
regardless of the model used,” says 
Foglia.

The key elements are:
1. the ethics question(s), which 

focuses the consultation response,
2. the consultation-specific 

information, which informs the ethical 
analysis,

3. the ethical analysis, which 



20   |   MEDICAL ETHICS ADVISOR® / February 2017 MEDICAL ETHICS ADVISOR® / February 2017   |   21

provides justification for the 
conclusions and/or recommendations, 
and

4. the conclusions and/or 
recommendations, which promote 
ethical practices in the area of 
identified uncertainty or conflict.

“The tool uses a holistic assessment 
method, reflecting the importance of 
the interdependence and coherence 
among the key elements in a 
consultation,” says Berkowitz. The 
following are some ways the ECQAT 
can be used:

• Key elements can be used to 
inform case discussions, and for 
training or coaching purposes.

• Ethicists can use it in real time to 

promote quality consultation.
• Evaluators can periodically select 

a random sample of consultation 
records and identify improvement 
opportunities.

“People may say it’s not fair to 
judge the quality of the consult from 
the record, but that’s the way much 
of healthcare quality is judged now,” 
Berkowitz says.  n
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Ethicists are Seeing More Complicated Cases

At Springfield, IL-based Memorial  
 Medical Center, increasing num-

bers of ethics consultations seemed to 
extend over longer period of times.

“More seemed to involve patients 
whose family, living, or financial situa-
tions ruled out most commonly adopt-
ed solutions,” says Bethany Spielman, 
PhD, JD, professor of medical hu-
manities and law at Southern Illinois 
University in Carbondale.

More cases involved the following 
scenarios:

• several requests for help over a 
period of a year,

• an unusually large variety of 
professionals,

• a family member or patient who 
threatened violence, and

• a care plan that was in constant 
flux.

“One of the most complex ethics 
consultations at Memorial, involving 
a request for sterilization of a minor, 
included all of these features,” says 
Spielman.

Still, consultants had no way to 

quantify this. “The field of ethics 
consultation had not yet developed a 
way of assessing complexity,” explains 
Spielman, a member of Memorial’s 
Human Values and Ethics Committee 
(HVEC).

In 2013, the American Society for 
Bioethics and Humanities (ASBH) 
described steps necessary to distinguish 
qualified ethics consultants from un-
qualified ethics consultants.1 However, 
their approach didn’t consider whether 
a consultant could handle complex 
cases.

“That seemed like a gap that we 
could fill,” says Spielman. Memo-
rial’s ethicists set out to create a tool 
to determine the complexity of cases. 
They took into account factors such as 
a history or threat of force, a difficult 
family or living situation, monetary 
issues, high levels of emotion, and a 
large number of professional partici-
pants.

Christine Gorka, PhD, director 
of Memorial’s Clinical Ethics Center, 
which employs two full-time ethicists 

and reviews all ethics consultations at 
monthly HVEC meetings, notes, “The 
timing was such that using the tool 
to assess the complexity of problems 
encountered in our usual practice pro-
vided a way to tackle what we consid-
ered a gap in the ASBH competencies 
regarding required skills.”

The group developed a complexity 
scoring system based on an analysis 
of more than 500 ethics consults 
performed during 2013.2 “The 
study’s findings suggest it is possible 
to account for case complexity when 
evaluating an ethics consultant,” says 
Gorka. “To not consider complexity 
when assessing an ethicist’s portfolio 
seems short-sighted.”

Spielman noted the gap between 
the experience requirements described 
by ASBH, and what would be required 
to handle a consult of average com-
plexity at Memorial.

“An individual could almost cer-
tainly meet the ASBH requirements 
that her portfolio demonstrate experi-
ence in a ‘range of clinical settings’ 
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with a ‘range of ethical issues,’ and yet 
be unable to handle a case of average 
complexity at her own organization,” 
says Spielman.

The researchers recommend that 
a minimum level of care complexity 
be required, and attestation portfolios 
include several cases of moderate com-
plexity and at least one very complex 
case.

The qualitative measures of com-
plexity paired up well with the quan-
titative measures that were used. “The 
pairing of the two independent mea-
surements helped me feel confident in 
the tool,” says Gorka. As the number 
of complicating factors identified in a 
consult grew, there was a concomitant 

increase in the amount of time spent 
on the consult.

“A complex ethics case can arise 
in any healthcare organization at any 
time — not just in those that specialize 
in research or that serve especially vul-
nerable populations,” notes Spielman.

In Spielman’s view, a process that 
deems consultants qualified without 
considering their ability to handle 
complex cases gives a false sense of 
security. “Patients, families, and health 
professionals will be harmed,” she 
says.  n
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Researchers Propose Approach to Identify 
Quality Measures for Ethics

While there is a great deal of di-
verse literature on clinical ethics 

consultation, it has never been looked 
at through the specific lens of quality 
measurement.

Researchers at the Center for Bio-
ethics and Humanities at University of 
Colorado Anschutz Medical Campus 
in Aurora recently proposed this novel 
approach to compile and synthesize 
this literature, and to derive a frame-
work for assessing quality:1

• A scoping review will include 
categorizing all quality measures for 
clinical ethics consultation discussed 
in the literature, both quantitative and 
qualitative.

• A qualitative synthesis will gener-
ate a comprehensive analytic frame-
work for understanding quality.

• A meta-analysis of studies will 
report the effects of clinical ethics 
consultation on pre-specified clinical 
outcomes.

The researchers noted there are al-

most 25,000 articles on clinical ethics 
consultation in the worldwide litera-
ture. “We decided in the scoping phase 
to cast a wide net, to get as much of 
the literature as possible. In this review, 
we discovered that very few measure 
quality,” says Jacqueline J. Glover, 
PhD, one of the study’s authors. 
Glover is professor in the Department 
of Pediatrics and the Center for Bio-
ethics and Humanities at University of 
Colorado.

The researchers hope to integrate 
known consensus from the literature 
into quality development efforts for 
ethics case consultation. “Clinical 
ethics consultation has been around 
for more than 20 years, and now it is 
the norm for most hospitals,” notes 
Glover. The field is only beginning 
to develop standards for the activity, 
however.

“The field is starting to 
professionalize. We have moved 
beyond volunteers with good 

intentions,” says Glover, adding 
that there is a strong desire to assess 
the quality of ethics consultation 
efforts and the outcomes for patients, 
families, healthcare professionals, and 
institutions.

“Quality measures are also essential 
to provide evidence of the value of 
ethics consultation for institutional 
leadership and support,” adds 
Glover. She sees the following ethical 
implications for efforts to assess 
quality:

• If researchers fail to develop 
measures for quality assessment, 
there is a risk of harm to patients and 
healthcare professionals.

• With performance measures 
becoming increasingly prevalent in 
healthcare, there is a risk that people 
will focus more on getting a good score 
than on doing good work.

• Without quality assessment, 
institutions risk providing ethics 
consultation services that are 
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substandard and do not provide 
benefit.

“We also risk wasting valuable 
healthcare resources spent on 
substandard ethics consultation, which 
becomes a matter of justice,” says 
Glover.

Glover believes bioethicists should 
play a critical role in the assessment 
and improvement of ethics consulta-
tion in the hospital setting, but can’t 
do it alone. “There are a limited num-
ber of professionals dually qualified in 
the domains of ethics consultation and 
quality improvement methods,” she 
says.

Ideally, bioethicists will collaborate 
with hospital QI leadership. This 
ensures that quality assessment of 

ethics consultation is developed using 
recognized quality measures.

“This is an activity that shouldn’t 
happen in a vacuum with each hospital 
trying to do its own thing. That is the 
purpose of our study,” says Glover.

Given the complex nature of 
ethics consultation, developing 
quality measures is not an easy 
task. “It is essential that we identify 
measurements that matter, and lead 
to the outcomes that are valued,” 
says Glover. Costs and risks involved 
in quality measurement are two 
important considerations.

“Inadequate quality measures 
may put at risk the needed financial 
support for these services, as well as the 
benefits that may accrue to patients, 

families, healthcare professionals, and 
institutions,” says Glover.  n
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Ethical Implications of Burdensome Readmissions

Dual eligibility for Medicare and 
Medicaid is associated with 

lower 30-day readmission rates in pa-
tients enrolled in a hospice program, 
found a recent study.1

“It makes sense that patients with 
more coverage for essential services 
outside of the hospital have lower 
readmissions near the end of life,” 
says study author Liz Chuang, MD, 
MPH. Chuang is an attending physi-
cian on the palliative care team at 
Montefiore Medical Center in Bronx, 
NY.

Of 2,755 inpatients who received 
palliative care consultation and were 
discharged with hospice services, 
9.24% of patients with dual Medicare 
and Medicaid coverage were readmit-
ted within 30 days, compared with 
13.12% of others. “This matches 
my clinical experience working with 
patients and families quite well,” 
Chuang says.

However, the finding is somewhat 
surprising in another way: At other 
points in the trajectory of chronic 

illness, those who are dual eligible 
for Medicare and Medicaid have 
been shown to have high healthcare 
utilization, including hospital 
readmission.

“This is likely due both to their 
greater disease burden and to limited 
social resources,” says Chuang. The 
study’s findings show that with 
appropriate custodial care provided by 
Medicaid, these patients can achieve 
lower hospital utilization at the end 
of life.

“This finding has ethical 
implications for end-of-life care,” 
notes Chuang.

Multiple studies have shown that 
patients prefer to be cared for at home 
at the end of life. “Hospitalization 
near the end of life results in poorer 
quality of care and increased cost,” 
adds Chuang.

In Chuang’s view, providing 
custodial support — home attendants 
or nursing home care — through 
Medicaid, in addition to hospice care, 
can achieve the quality of care that 

dying patients deserve.
“One interesting point is that 

patients who are near poor or lower 
middle class tend to fare less well,” 
says Chuang. These patients cannot 
afford to pay for custodial care, but 
have income that’s too high to qualify 
for Medicaid.

“This speaks to the need for better 
long-term care coverage for the 
elderly in the U.S.,” says Chuang.  n
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1. Which is true regarding evaluating 

quality of ethics consultations?

A . Researchers have demonstrated 

that using portfolios as an evaluation 

tool for quality of clinical ethical con-

sultation is a feasible approach .

B . Little variation exists on quality 

of ethics consults, despite lack of a 

national standard .

C . Facilities are prohibited from as-

signing ethics consults to individuals 

lacking appropriate education and 

training .

D . A national standard is expected to 

result in higher expenses for organi-

zations and less funding for clinical 

ethics consult services .

2. Which is recommended for assess-

ment of ethics programs, according 

to Ellen Fox, MD?

A . Hospital policies should not 

specify who should be interviewed by 

members of the consult service .

B . Requiring ethics consultations 

to be requested solely by attend-

ing physicians is a good approach if 

other providers are largely unfamiliar 

with the process .

C . Hospitals should begin by es-

tablishing clear and specific quality 

standards for ethics consultation 

practices .

D . Satisfaction and outcomes should 

take priority over assessment of 

compliance with detailed policies on 

ethics consultation procedures .

3. Which is true regarding evaluation 

of ethics, according to Kenneth 

Berkowitz, MD, FCCP?

A . Strong evidence of highly qualified 

consultants is sufficient to conclude 

an ethics program is successful .

B . Surveyed clinicians’ responses 

showing that ethicists’ recommenda-

tions were followed can be used as 

evidence of the program’s effect .

C . Ethics programs should be evalu-

ated differently than other clinical 

areas because individual consultants’ 

proficiency is paramount .

D . Standardized approaches are 

problematic because they aren’t 

effective for cases involving system 

problems .

4. Which is true regarding hospital 

readmissions and patient prefer-

ences, according to Liz Chuang, 

MD, MPH?

A . Patients with more coverage for 

essential services outside of the hos-

pital had significantly more readmis-

sions near the end of life .

B . Multiple studies have shown that 

patients prefer to be because of the 

better quality of care at the end of 

life .

C . Dual eligibility is associated with 

lower 30-day readmission rates in pa-

tients enrolled in a hospice program .

D . Patients had higher hospital utili-

zation at the end of life with custodial 

care such as home attendants .


