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The well-articulated proposal of a professional clinical ethicist (PCE)-primary model for 
managing thriving ethics programs clearly stems from the extensive experience of its 
proponents. It originates from a sincere concern – one we share – triggered by a troubling 
observation: Many clinical ethics committees (CECs) are not sufficiently effective. This 
issue, documented in the literature and confirmed by our own experience1 and research 
(Furlan 2015; Furlan et al. 2019), underpins the proposal. The PCE-primary model offers 
a stimulating contribution to clinical ethics, as it takes seriously the responsibility of 
envisioning effective ethics programs while challenging the unsatisfactory status quo. 
However, the article has prompted us to reflect and raise some concerns to further this 
important debate. 

Addressing Root Causes of CEC Failures 
A key observation is that the PCE-primary model addresses the limited effectiveness of 
many CECs without sufficiently tackling the root causes of their failures. This omission 
is critical because the same factors that hinder CEC success might also undermine the 
PCE-primary model’s long-term viability. In particular, if insufficient institutional 
support is the primary cause of committee ineffectiveness – an issue denounced in the 
literature since the 2000s (Mills, Rorty, and Spencer 2006; Moreno 2006) – then this 
challenge must be comprehensively addressed. Ignoring this “elephant in the room” 
makes it difficult to identify genuinely effective ways to promote thriving ethics 
programs. 
To put the issue another way: CECs were first introduced in the United States over 
40years ago and have been widely adopted for the past 30years. Yet after decades of 
experience, many CEC members remain inadequately trained and lack the time to 
meaningfully contribute. This raises the troubling suspicion that healthcare institutions 
do not truly value ethics services. Instead, they have left CECs in a state of semi-
volunteerism, without providing adequate support needed for effective functioning. Is it 
surprising, then, that many CECs struggle to operate successfully? Or that, where they do 
succeed, their success often depends on the passion and enthusiasm of individual 
members rather than on a comprehensive institutional strategy? 
Given this context, the authors’ assertion that  

if hospital or health system leaders struggle to understand the committee’s role, 
responsibility, and value, then this is a sign that the committee has become 

 
1 Both authors have over a decade of experience within the regional networks of ethics 

committees of the Veneto and Friuli Venezia Giulia regions (Northeastern Italy). 
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unnecessary, that it is underperforming in terms of meeting the organization’s needs, 
or both (Mabel et al. 2025, 59). 

is problematic. Such a perspective risks confusing cause and effect. Of course, healthcare 
directors cannot see the value of moribund CECs. The more pressing questions are: Why 
have healthcare institutions failed to properly train CEC members? Why haven’t they 
allocated sufficient time and resources for CEC member to perform their functions 
effectively? Why haven’t they tasked employed bioethicists with professionalizing and 
revitalizing these committees? 
In summary, if the real issue is that healthcare institutions and leaders do not yet 
understand – or believe in – the importance of widespread ethics sensitivity and 
competence, then replacing the committee model with the PCE-primary model may not 
be the solution. Healthcare institutions might initially welcome this new model. However, 
without a commitment to providing the necessary support and resources, the bioethics 
expert(s) tasked with leading the program may face the same obstacles as the current 
committees. 

Concerns with the PCE-Primary Model 
In addition to concerns about the framing of the issue at stake, a second line of 
observations focuses on the PCE-primary model itself. The advantages of such model 
seem to be mostly pragmatic – better use of financial resources, alignment with the 
professionalization trend in clinical ethics, and reduction of overlapping and confusion – 
rather than being tied to the quality of ethical reflection. No one disputes that a single 
ethics consultant – properly qualified and with dedicated time – would be more effective 
than a poorly-functioning or practically nonexistent CEC. However, the real issue is 
whether replacing a collective model that has not been given the conditions to succeed is 
the right solution. In other words, can the committee model be replaced without incurring 
any ethical loss? We outline next three specific observations on the proposed model and 
on the arguments advanced to support its implementation. 
First, the PCE-primary model risks constituting a partial step back with respect to one of 
the key characteristics of bioethics. As historian David J. Rothman notes, bioethics 
brought about “a new commitment to collective, as against individual, decision-making” 
(Rothman 2003, 3). From a European perspective, the primary rationale for establishing 
and maintaining CECs should not be functionalist – such as quick resolutions of 
healthcare professionals’ doubts, or compliance with accreditation requirements. Rather, 
it should be to foster democratic participation and to create conditions for broad reflection 
on issues that affect the lives of all citizens (Lebeer 2002). Before bioethics, complex 
ethical decisions at the bedside were made almost exclusively by individual physicians. 
Eliminating ethics committees risks returning to a model where such decisions are made 
mainly by individual consultants or small professional teams led by institutional 
consultants. Establishing CECs has always carried symbolic value (Viafora 2005): It 
signals an institutional commitment to fostering inclusive group deliberation, drawing on 
the ordinary moral competence of citizens and all healthcare professionals, supported by 
an ethics expert. 
Second, the authors seem to suggest an equivalence between ethics consultation and other 
forms of consultation in the medical field:  

Ethics programs in which responsibility lies with professional clinical ethicists will 
more closely resemble other healthcare specialties and be more aligned with 



established efforts to professionalize the field. The traditional committee model is 
an oddity compared to other clinical services and specialties (Mabel et al. 2025, 62). 

We find this equivalence problematic for various reasons, including the risk of 
considering clinical ethics competence as the exclusive domain of the bioethicist and, 
consequently, delegating the responsibility of the decisions solely to the expert 
consultant. In other words, the “oddity” of ethics competence is worth preserving. When 
envisaging new ways to promote effective ethics programs, we shouldn’t lose track of the 
peculiarity of the ethical dimension and of the importance of having a shared deliberation 
process in which all actors contribute their ethical competence (a competence that every 
human being should exercise, unlike the other competences relevant for the clinical field). 
We do agree that an ethics expert is crucial to support the discussion, and sometimes 
guide it, but we warn against passing the idea that ethics is just the exclusive domain of 
experts. 
Third, we worry that the PCE-primary model doesn’t offer sufficient guarantees against 
the risk of compromising the independence of the ethics services from the employing 
institution and fails to address potential individual biases (disciplinary, philosophical, 
political, or religious). Independence is an issue for CECs as well (Furlan 2015, 45-6). 
However, the presence within the committee of members external to the institution 
provides stronger guarantees of independence and allows for diverse perspectives. 
Including trained external experts or trained laypeople strengthens both independence and 
the quality of deliberation. In a single-expert approach, such fresh perspective cannot be 
achieved; at most, the consultant can facilitate a discussion among healthcare 
professionals from a specific department. While this may suffice in ordinary cases, it may 
fall short in addressing more complex ethical dilemmas. 
In conclusion, we wish to clarify that we do not adhere to a fetishism of ethics committees. 
However, we believe that any reflection or experimentation with alternative models must 
set objectives consistent with the goal of promoting widespread ethical reflectiveness of 
quality. This should occur within a larger discussion on the deeper reasons for the current 
unsatisfactory situation. Without such an analysis, the same factors that are crippling the 
committee-centered model (and that will continue to affect most contexts, unable or 
unwilling to employ bioethicists) could also compromise the effectiveness of a PCE-
primary model. Additionally, such shift risks increasing the likelihood of losing an 
acceptable level of independence and shared ethical deliberation. 
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