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INTRODUCTION 

Bioethicists have long debated the question of expertise in clinical ethics and who gets a say in bedside 

clinical ethics consults.1 From Seattle’s famous God Committee that decided on the allocation of kidneys, 

to clinical ethicists at a suburban hospital in Ohio, clinical ethics ‘experts’ have been central to bioethics 

and its development.2 However, it is time to question what expertise in clinical ethics means, and if there 

can ever be such an expert. Does expertise mean proficiency in clinical care or the ethics part of clinical 

ethics? Should professionals who are not healthcare practitioners be involved in clinical ethics discussions? 

In this paper, I argue that clinical ethics consults involving non-clinicians should be done away with for two 

reasons:  first, they lack clinical medical experience to properly analyze the ethical issues, and second, moral 

expertise should give way to medical expertise. 

Although clinical ethics consultants might venture into areas of clinical expertise with a bona fide intention 

of helping patients or surrogates, their judgment is often based on knowledge of ethical theories. 3 

However, bioethicists have cautioned against a casuistic method and signalled for clinical ethicists to have 

clinical experience and medical education.4 While it is perfectly possible to familiarize oneself with the law 

and ethics, I argue that it is not possible to appreciate the  complexity of certain medical decisions  entirely 

without medical experience.5 Bedside ethical conundrums are unique and impact every patient differently. 

Thus, when an ethics consultant or a healthcare practitioner draws on a single bedside dilemma, and 

applies the knowledge gained from it to a different patient or a different dilemma, they may find 

themselves creating bad rules and ignoring autonomy. As non-clinicians who sit on ethics committees have 

no bedside clinical experience, their magnitude of transformative experiences (experiences that give the 

subject knowledge that would otherwise be otherwise unavailable)6 is limited. The clinicians develop such 
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experiences over time giving care. The ethics committee members do not have a similar way to gain 

experience. This also speaks to the importance of a phenomenological reading of clinical ethics decisions. 

Specifically, clinical ethics consultants without sufficient medical expertise may fail to guide patients in the 

best way possible in making medical decisions. A confined and parochial, or purely philosophical, approach 

that non-clinicians often use might not be in the best interests of the particular patient. If they were to 

venture into clinical situations to comment on the ethical aspect, they could step into matters they know 

little about which might end up causing harm to the patient.  

We, as bioethicists, would be doing a disservice to patients if we let non-clinicians claim the moral high 

ground in the face of medical advice. As Scofield puts it, “(Clinical) Ethics consultation is and can only be 

what it purports not to be—a moral, if not an ethics, disaster. It has acted unprofessionally because … of its 

failure to do what a profession worthy of the name would do.”7 

I. Medical Expertise May Be More Appropriate than Moral Expertise 

An idea that a clinical ethics consult should be conducted by clinicians themselves comports with the 

makeup of clinical ethics committees. They are usually comprised primarily of medical professionals, but 

increasingly hospitals are attracting more ethics professionals who are not healthcare practitioners. As 

Hauschildt and De Vires note, “a closer examination suggests that clinical ethicists are likely to be clinicians 

themselves and that clinical considerations are often the ultimate authority in defining what is, and is not, 

determined to be ethical.”8 In cases that are reported to ethics consults, 63 percent show a disagreement 

between the patient and the doctor about the course of treatments.9 Those disagreements speak to ethical 

issues. For example, if a doctor recommends palliative care and patient wants to pursue an aggressive 

course of treatment, the ethical dilemma is built into the clinical care decision. While we would like to think 

that ethicists on hospital ethics committees deliberate on philosophical nuances of treatment (or the lack 

thereof), I argue that clinical ethics consults focus on resolving clinical ambiguities and reaching consensus, 

which ultimately relies on clinical judgment. An ethics consultant may not be able to appreciate the medical 

nuances of the situation. Studies conducted have clearly demonstrated that most ethics consults are called 

in when there is a lack of communication.10 What would serve the patients, in this case, is perhaps investing 

the money that is spent in training and employing non-clinician consultants into teaching doctors and 

nurses how to communicate better.  

II. Authoritarian Ethics Consults 

As with healthcare workers delving into ethics advice, in clinical ethics consults, there is a risk that the 

consultant might adopt an “authoritarian approach”11 and impose his or her values, priorities, and/or 

religious convictions on the patients and their families. It is inevitable that in the work of bioethics, the 

personal meets the professional. Even if they do not mean to impose their values on the patients, there is 

strong empirical data to suggest that in most clinical ethics consults, patients end up following 

recommendations of the ethics committees. For example, in a study conducted of 229 clinical ethics 

consults, approximately 88 percent of the recommendations were followed. Certain types of consults such 

as initiating a palliative care treatment or proceeding with life-sustaining intervention had a 100 percent 

compliance rate with the ethics committee’s advice.12 Additionally, studies have shown that clinicians 

frame consults in a way that nudges the patients in making decisions that maximize their welfare and is 

seen as an acceptable form of paternalism.13 Yet, patients likely do not appreciate paternalistic nudges. In 

the studies, most questions were about futility or the withdrawal of life-sustaining treatment. Arguably, 

these questions require clinical expertise and not ethical expertise. A clinician or a nurse may be better 

suited to help guide the patient’s family because they would be able to comprehend and explain the 
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complexity of the clinical case to the family better. If the idea of a clinical ethics consult is to further patient 

autonomy, it is failing.  

III. Addressing Counterarguments 

Two arguments may challenge a proposal as radical as kicking all the ethics consultants who are not also 

medical professionals or healthcare practitioners out of clinical ethics consults or committees: first, the 

argument that a broader variety of professionals should have a say in bioethics; and second, that ethics 

committee members may relate to patients more effectively than some physicians and other healthcare 

workers do. Yet, these claims are not strong rebuttals. 

As bioethics developed within philosophy, it may have lost sight of the day-to-day ethical issues that arise 

in the clinic. Komesaroff argues that the task of handling clinical ethics consults is only one that clinicians 

can handle, and there is a need to separate bioethics from clinical ethics. He suggests that the time is ripe 

for clinical ethics to be considered through the lens of micro-ethics and established as an area of research 

distinct from bioethics.14 I agree and assert that there is a need to distinguish the broader ethical debate 

from the work of everyday clinical practice, a work where clinicians are best suited to handle the issues, 

perhaps a subcategory of bioethics. This will involve the need for redefining the relationship between the 

macro ethical work of bioethics, and the micro ethical work of everyday medical/clinical ethics which 

happens at the bedside.15 What is required in a clinical ethics setting, in my opinion, is for the doctor not 

to frame the issue in terms of bioethical or large philosophical concepts such as autonomy or deontology, 

but to talk to the patient and more importantly, listen to the patient. A smooth communication structure, 

if put in place, would help alleviate fear and establish a common ground on which decisions can be reached 

in clinical settings. That is, I see clinical ethics as also not necessary to the doctor-patient relationship but 

argue that better communication would help patients make important decisions. The ethics ultimately 

would belong to the patient, with the clinician providing necessary data that will help guide patient decision 

making and do no more. 

The second issue is relatability. Clinicians are often constrained by their vocabulary and medical expertise 

and may not be able to break down the complex pathology of a disease to the patients. Thus, some may 

argue that non-clinicians, not held back by the jargon, would be able to relate to the patient. As I proposed 

earlier, the money spent hiring and training clinical ethics consultants could be redirected to teaching 

doctors how to be more effective communicators. That would perhaps further patient autonomy. Nurses 

may also make effective interlocutors between patients and doctors in cases where the doctor cannot get 

through to the patient. Nurses are often involved more in the day-to-day dealing with the patient and thus 

know the patient and their families closely. Secondly, they possess the requisite medical knowledge to help 

the patients through decision-making processes. Yet the current shortage of nurses also poses issues in this 

realm. Some doctors and nurses make a point to get to know the patients, their beliefs, and their goals of 

care and could thus be better at helping patients arrive at decisions by using open jargon-free 

communication. 

CONCLUSION 

Much of this paper stems from my experiences as a Master of Bioethics candidate at Harvard Medical 

School. As a non-clinician who studied clinical ethics for a semester, under excellent guidance, I often found 

myself turning to friends who had clinical experience with questions about the medical aspects of case 

discussions. More often than not, the clinical insight that they gave me helped me better understand the 

choices that were before me as a purported expert in simulations. I have been plagued with the question-
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- would I be qualified to consult in clinical ethics, after a Master of Bioethics degree at Harvard Medical 

School? My answer would be an unequivocal NO. While I expect to be highly qualified to weigh in at the 

policy level and I have been provided the skillset necessary for in-depth philosophical analysis of complex 

bioethical issues, I have not become, and I suggest others are not as well, a moral expert (if there is such a 

thing). The hubris of a bioethicist should not get in the way of patient care. I do not mean to say through 

this paper, that non-clinicians are to be brushed aside is bioethical discussions. Lawyers, ethicists, chaplains, 

and the diverse set of people that are attracted to the work of bioethics provide an incredibly diverse set 

of skills, knowledge, and views that the clinicians often miss. They discuss and bring in perspectives from a 

variety of vantage points which have been instrumental in furthering the debates in bioethics. But as I have 

argued, they need not populate clinical ethics committees where they are at risk of exerting moral 

expertise, especially as their ethics position on a case may not be grounded in a deep enough understanding 

of the medical issues at hand. Instead, they should be used in broad policy-making decisions, framing issues, 

debating in print and digital media, and on IRBs. Bioethics is “everyone’s business”,16 but clinical ethics 

should not be. 
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