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Abstract 

Background Although the importance of clinical ethics in contemporary clinical environments is established, 
development of formal clinical ethics services in the Australia health system has, to date, been ad hoc. This study 
was designed to systematically follow and reflect upon the first 18 months of activity by a newly established service, 
to examine key barriers and facilitators to establishing a new service in an Australian hospital setting.

Methods: how the study was performed and statistical tests used A qualitative case study approach was uti-
lised. The study gathered and analysed data using observations of service committee meetings, document analysis 
of agendas and minutes, and semi-structured interviews with committee members to generate semantic themes. By 
interpreting the thematic findings in reference to national capacity building resources, this study also aimed to pro-
vide practice-based reflections for other health agencies.

Results: the main findings An overarching theme identified in the data was a strong commitment to supporting 
clinicians facing difficult patient care decisions and navigating difficult discussions with patients and families. Another 
key theme was the role of the new clinical ethics support service in providing clinicians with a pathway to raise 
system-wide issues with the organisation Executive. While there was strong clinical engagement, consumer and com-
munity participation remained a challenge, as did unresolved governance issues and a need for clearer policy rela-
tionship between the service and the organisation.

Conclusions: brief summary and potential implications Considering these themes in relation to the national 
capacity building resources, the study identifies three areas likely to require ongoing development and negotiation. 
These are: the role of the clinical ethics support service as a link between the workforce and the Executive; the incor-
poration of consumers and patients; and ethical reasoning. To improve the effectiveness of the service, it is necessary 
to increase clarity on the service’s role at the governance and policy level, as well as develop strategies for engaging 
consumers, patients and families. Finally, the capacity of the service to reflect on complex cases may be enhanced 
through explicit discussions of various different ethical frameworks and ways of deliberating.
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Introduction
At a time when health systems are under great pressure, 
incorporating clinical ethics support into everyday medi-
cine is critical to addressing contemporary community 
expectations about access to and delivery of health care, 
and supporting health professionals to deliver techno-
logically and ethically complex medicine [1]. Although 
the importance of clinical ethics in a contemporary clini-
cal environment is established, its practical application 
in Australia in the form of formal clinical ethics support 
services (CESS) has been ad hoc, with a limited number 
of established CESS in the health care system [2]. This 
lack of a coherent strategy to formalise CESS in health 
services is in contrast to northern America and many 
northern European countries, where such services are 
well established, in some cases for over twenty years [3–
5]. In recognition of the need for a national approach, in 
2015 the Australian Health Ethics Committee (AHEC) 
of the National Health and Medical Research Coun-
cil (NHMRC) published a consensus statement [6] and 
resource manual designed to support more systematic 
provision of clinical ethics support in Australian health 
care organisations [1]. This capacity-building initiative 
complements the recent inclusion of CESS as a require-
ment of formal hospital accreditation guidelines [7].

In jurisdictions where CESS are well established, while 
there have been empirical studies, those that critically 
examine how these services work in practice are lim-
ited. Instead, descriptive studies about CESS prevalence, 
structure, composition and function have been promi-
nent [8]. Where formal evaluation has been conducted, 
surveys using the domains of “satisfaction, ethicality 
(ethical acceptability), education and conflict resolu-
tion” have commonly been used [5]. Multi-centre US and 
national Norwegian survey-based studies of CESS have 
reported high levels of stakeholder satisfaction [9, 5]. 
While such study designs provide some measure of effec-
tiveness and comparability between CESS, it is acknowl-
edged that these data tend to provide ‘thin descriptions’ 
of the content discussed by CESS [8], and reveal little 
about how CESS operate in practice and the effective-
ness of these practices and processes. Several recent 
studies have turned to qualitative approaches to gain 
deeper understandings of practices involved in CESS 
and to expand methodological approaches for assessing 
the quality of a CESS [5, 8, 9]. These qualitative studies 
have provided insights about the nuanced ways in which 
these services work for stakeholders, including differ-
ences in perspectives, and provided rich analyses of what 
quality in clinical ethics consultations and deliberations 
looks like [5, 8, 9]. In the recent study by Kana et  al., 
[8] two domains of quality (satisfaction and value) were 
found to be important for health professionals who had 

used ethics consultation services, with qualitative analy-
sis emphasising how the process of consultation created 
valuable moral space, promoting thoughtful and ethical 
responses to dilemmas in patient care [8]. The impor-
tance of stakeholder participation (i.e. patents, relatives 
and professionals), even when their presence brought 
tension and conflict to the consultation and possible dis-
satisfaction with outcomes, has also been highlighted as a 
key contributor to well-functioning CESS [5].

Building on these recent process-focussed studies of 
established CESS outside of Australia, this research was 
designed to systematically follow and reflect upon the 
first 18 months of activity by a newly established CESS, to 
examine the key barriers and facilitators to establishing 
a new service in an Australian hospital setting (at a time 
when the COVID-19 global pandemic emerged), and 
provide direction to the organisation on how to further 
develop and improve the service. By further interpreting 
the empirical findings in reference to the foundational 
NHMRC clinical ethics capacity building resources [1], 
this study also aimed to provide practice-based reflec-
tions for use by other health agencies that may be inter-
ested in developing their own CESS.

Methods
Study design and setting
To gain in-depth understandings of how a local clinical 
ethics service developed in a challenging and complex 
environment, a qualitative case study approach was uti-
lised [10]. Case study designs are particularly useful to 
facilitate the exploration of complex phenomena within 
a natural setting through the use of multiple research 
methods [11]. Because the agency had specific ques-
tions about how this new service worked in practice, 
the research design was pragmatic, with the aim that 
the study’s findings contribute to the service’s develop-
ment and decision-making processes. To this end, the 
study gathered and analysed data using observations, 
document analysis, and semi-structured interviews, 
to generate semantic themes [12] reflecting an under-
standing of how this CESS established itself within its 
local health network setting, and to identify the key 
enablers and challenges in developing the capacity of 
this new CESS. Data were gathered between May 2020 
and December 2021 and were confined within a newly 
established service in a large Australian metropolitan 
local hospital network serving a population of almost 
500,000. The CESS served this hospital and several 
other centralised regional tertiary and quaternary clini-
cal services. This service was established in response 
to the emerging COVID-19 pandemic in anticipation 
that clinical ethics would be a key aspect to deliver-
ing ethically justifiable health services at this time. The 
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NHMRC consensus statement and resource manual 
were used to guide the development of the new service, 
which took the form of a Clinical Ethics Committee 
(CEC) [1]. The committee’s membership included con-
sumer advocates and representatives, a variety of senior 
clinicians, representatives from the organisation’s sen-
ior management including in-house legal counsel, First 
Nations representatives, university academics, non-
health-care public servants, and a health ethicist. It is 
worth noting that in Australian health services research 
and health services delivery, ‘consumer’ is a widely-
used umbrella term for patients, carers, and health 
services users, as well as potential consumers (i.e. the 
community and public), reflecting a shift away from a 
conception of health service users as passive patients. 
The research team included two partner investigators 
who were both CEC members. To avoid a conflict of 
interest, these partner investigators did not have access 
to primary data from interviews (neither audio nor 
transcripts), but were involved in analysis and interpre-
tation once initial themes were generated.

Recruitment
Given the bounded and small sample in this case study, 
participant recruitment included several layers of 
informed consent. First, permission was sought from 
all CEC members and occasional meeting attendees for 
a researcher to observe the committee meetings in real 
time. Potential participants were advised that where 
informed consent was not provided by all, the researcher 
would not observe the meeting but instead have access 
to the agendas, minutes and supporting documents 
(redacted for privacy) of the committee meeting, with 
consent of the chairperson. Because all members agreed 
to be observed, in most instances the ‘back-up’ plan of 
reviewing deidentified documents was not required. 
However, the CEC did invite occasional participants, 
and where consent for these participants could not be 
arranged ahead of time, the researcher withdrew from 
the meeting and instead received redacted minutes. Sec-
ond, all committee members and staff who had engaged 
with the service were invited, via the secretariat to the 
committee, to participate in a semi-structured inter-
view. It is noteworthy in terms of sample generation, that 
although clinical staff who had engaged with the service 
(through case review consultations or providing expert 
advice) were also invited by the secretariat to participate 
in the research, none followed up this invitation. Partici-
pant characteristics are not detailed because providing 
detail about discipline, age, gender, or seniority/years of 
practice could compromise participant anonymity.

Patient and public involvement
There was no patient or public involvement in the design 
of the study. The service forming this case study included 
membership representation from consumers and com-
munity, and as such they were invited to participate in 
the study. The study findings were presented to the con-
sumer and patient advocate reference group at the local 
health network and their feedback, including practice-
focussed recommendations, are now being considered 
and actioned by the CEC.

Data collection and analysis
Data collection began with a field observation phase, 
with a qualitative researcher (EH) observing the CEC 
meetings from May 2020 to December 2021, using Sil-
verman’s approach to inform guiding questions: What 
are people doing? What are they trying to accomplish? 
How exactly do they do this? What assumptions do they 
make? [13] Observations of these online meetings were 
recorded on a template (see Supplementary table  1), 
which formed the basis of reflective field notes gener-
ated by the researcher and discussed by the team. These 
reflective notes were supplemented by a review of CEC 
meeting agendas, minutes, and supporting documents. 
Observations were not extended to case review consul-
tations performed by the service as the researchers did 
not want to further burden patients or their families by 
asking for their consent to participate in the study. The 
CEC tried to minimise the research team’s exposure to 
patients’ data by only providing case consultation meet-
ing notes, which were redacted to decrease identifiability. 
This meant that the researchers had some access to non-
identifiable patient data as necessary to study the work of 
the service. Preliminary learnings and themes generated 
from reflexive thematic analysis [14] of data from the 
observational phase informed the development of ques-
tions for semi-structured interviews with CEC members, 
conducted between August and October 2021 by EH. 
The questions focussed on the experiences and expecta-
tions of the CEC members, the main achievements and 
challenges for the service, the processes of the commit-
tee (including deliberation and how the representation 
of views were managed in meetings), and its place within 
the organisation (see Supplementary table 2 for interview 
schedule). All 20 CEC members were contacted, and 12 
agreed to be interviewed. Interviews were conducted in 
person or via telephone or video teleconference, accord-
ing to participants’ preferences. All interviews were digi-
tally audio-recorded and transcribed verbatim.

The analysis of interview data was informed by the-
matic analysis [14] and conducted using NVivo 12 soft-
ware (QSR International Pty Ltd, Doncaster, Victoria, 
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Australia). Interview transcripts were read and re-read to 
enable immersion in the data. Initially, semantic induc-
tive coding [12] of two interviews was conducted by two 
researchers (EH and JEd), who worked collaboratively 
to develop thinking about codes and patterns within 
the data. Coding of all interview data was then under-
taken. Preliminary generation of themes was conducted 
through reflective discussion between two researchers 
(EH and JEd), to challenge thinking, build depth to the 
themes and enhance rigour. Discussions about emerg-
ing themes then occurred with all researchers, includ-
ing the partner investigators, until consensus about the 
themes was reached. The findings were presented back 
to the CEC to encourage their reflections on whether the 
themes resonated with the collective experience of the 
service, with some subsequent refinement of the theme 
labels and descriptions.

Findings
Observations of committee meetings occurred from 
June 2020 through to December 2021 (9 meetings). 
Document analysis of meeting agendas and minutes for 
this same time period was undertaken, and semi-struc-
tured interviews with 12 participants were conducted 
between August and September 2021. The overall the-
matic map of findings from these data collection phases 
is shown in Fig. 1.

An important overarching theme identified was the 
strong commitment to supporting clinicians, and a key 
contributing factor to this was a desire by many in the 
service to support clinicians who face clinical and moral 
complexities in their work.

[W]e’ve offered ways that the team could be sup-
ported in dealing with these complex cases, because 

they are complex cases, you can see how relieved 
they are and how they feel supported by the organi-
sation. (Participant 1)

There was general agreement that a key role of the CEC 
is to support clinicians with ‘tricky’ and ‘difficult’ clinical 
decisions about patient care, with observations such as:

Supporting teams when they’re faced with the cases 
that haunt you. […] I thought it was better that we 
influence tricky decisions than the poor people at 
the coalface … the RMO [resident medical officer] or 
registrar at two o’clock in the morning deciding who 
got the last ventilator. (Participant 4)

Several participants noted that their decision to nomi-
nate for the new service was driven by a desire to support 
their peers through the COVID-19 pandemic. Another 
contributing factor to this overall theme was the role 
of the service in highlighting systemic issues within the 
organisation. It was widely recognised that the CEC pro-
vided a new forum and pathway to raise with senior man-
agers system-wide issues that could be usefully clarified 
with an ethical lens:

[Clinicians are] starting to use us a little bit more as 
a resource for the really complex cases, and also as 
a way of highlighting some of the system issues that 
don’t have a pathway to management particularly 
well at the moment. (Participant 8)

and

It’s really important that even if you resolve the 
issue, we still talk about these because then it’s docu-
mented …it’s flagged as a recurring concern, and 
this is something the organisation needs to work to 

Fig. 1 Final key themes generated by analysis, including relationships between themes
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address. So it is a mechanism to raise things that 
need to be addressed. (Participant 8)

A further contributing factor identified within this 
overall theme of a strong commitment to supporting cli-
nicians was supporting clinicians in negotiating care with 
patients and their families in the immediacy of managing 
clinical care:

I mean, an ethical issue arises usually because there 
is a disagreement, whether it’s between patients, 
patient’s families, different treating teams, anyone 
who’s sort of a stakeholder in the situation, as soon 
as there’s a difference of opinion, that’s where the 
Ethics Committee can play a role. (Participant 10)

Relationships between clinicians and patients and their 
families are subject to the expectations of consumers and 
their families, and in the contemporary health setting, 
where community members are encouraged and often 
empowered to advocate for themselves, it was under-
stood that clinicians may need organisational support in 
these negotiations.

[When] … it’s like, “Well, I don’t trust you. You gave 
me the wrong advice and you’re not listening to me. 
I want this and you’re not letting me have it.” What-
ever it is, then that’s really difficult for clinicians. 
(Participant 7)

Many CEC members expressed the desire to ‘be there’ 
for their colleagues and acknowledged that because the 
service sits within an established formalised governance 
system, there is the potential to respond to their col-
leagues’ needs at an organisational level. As such, there 
was a strong shared commitment to developing a well-
functioning forum, linking the clinical ethics needs of 
staff to senior management.

I think it’s very credible in terms of the breadth of 
clinical expertise as well as Executive buy-in (Par-
ticipant 9)

and

[A]fter we’ve had the session with them and we’ve 
discussed and we’ve offered ways that the team 
could be supported in dealing with these complex 
cases, because they are complex cases, you can see 
how relieved they are and how they feel supported by 
the organisation. So I think the Committee provides 
an opportunity for the organisation to sort of get 
together and support the clinicians and show that we 
are an organisation that does get behind our people. 
(Participant 12)

Although there was strong shared commitment to a 
well-functioning service, three further themes related 
to tensions and unaddressed issues that require atten-
tion to extend the clinical ethics capacity of the CEC and 
the organisation. The first related to an unresolved gov-
ernance and policy relationship between the CEC and 
the organisation. This relationship was recognised in the 
writing of the initial Terms of Reference, but the role of 
the CEC in policy was not explicitly explored in later 
discussion.

I think I’d be worried that if I had … it as kind of 
a big discussion about whether [administrative or 
policy matters are] a core focus of the Committee, 
that there might be some pushback from people who 
want it be focused only on direct clinical encounters. 
So I included that in [the Terms of Reference], which 
I sent around for people’s opinions, but I think we 
never really sat down and had a discussion about, 
do we want that to be a key focus of the Committee. 
(Participant 2)

There were divergent views within the CEC about 
whether its role should be to influence or contribute to 
the wider policy agenda of the organisation, especially 
considering established procedures for ethical considera-
tion within the organisation.

I don’t know if ethics has a role in [policy]. I don’t 
know how you engage that. So we have different 
committees in the hospital who look, for example, 
at high-cost pieces of equipment and whether that 
gets purchased or not. So it may not be a role for this 
Committee. But I think, you know, I guess the impe-
tus for the forming the formality of this Commit-
tee in the first place was around the distribution of 
resources around COVID. (Participant 4)

and

I firstly don’t think the role is of the Committee is 
to have a say. It would be to give advice or give an 
opinion when there was a complex issue [….] I per-
sonally don’t think the role of the Committee is to 
develop protocols and things like that, pathways. We 
are here to listen and give advice. Well I think that’s 
what the role is. On an ethical basis. (Participant 
11)

Compared to other perspectives that advocated a 
stronger policy role:

I would have liked to have seen us – this might be a 
question coming up – but I would have liked to have 
seen us be more involved in review of more policy-
type frameworks, because I think there are probably 
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a lot of policies that get escalated, approved, without 
really any consideration as to whether this is fair, 
just, ethical, whatever words we use. (Participant 1)

To date, the main focus of the CEC has been case 
review, but beyond that direct and specific support for 
clinicians, for some members it was ‘still ambiguous as to 
what we’re supposed to be contributing to’ (Participant 
1). This stemmed from a lack of clarity about broader 
questions of governance and purpose. Despite universal 
acknowledgement of strong Executive support, questions 
still to be resolved included: What role does the service 
have in policy development? What expectations does the 
organisation’s Executive have of the CEC? How can the 
outcomes of the case studies or minutes be used by the 
organisation beyond case review, to improve clinical eth-
ics reasoning?

We’ve created our own … pathway or decided how 
we think, we as a Committee, we could influence or 
improve things. But I’d be interested in whether that 
aligned with the institution’s goals when we were 
created. (Participant 1)

A further key theme highlighted ongoing uncertainty 
about how to effectively engage consumers. Despite a 
widespread philosophical commitment to involving 
patients, their families, and the wider community (con-
sumers and other stakeholder agencies), and strong 
consumer advocacy throughout CEC discussions and 
deliberations, there remained uncertainty about some 
of the practical application of this intent. For instance, 
while the role of the committee in supporting clinicians 
with difficult medicine was emphasised, there was less 
certainty about how they could support and empower 
even the consumers at the heart of a case. Similarly, the 
broadness of the term ‘consumer’ meant that varying 
interpretations and contextual usage amplified chal-
lenges in defining the roles and positions of consumers 
with the service. This theme connects closely to the unre-
solved governance issues, and raised the following ques-
tions: How can a wide range of community voices be best 
represented in the service? What are the mechanisms for 
consumers and their families to initiate a clinical case 
review, and how should consumers be represented at a 
case review meeting?

And I’m a really keen supporter of consumer voice, 
but …. Just getting a consumer for the sake of a con-
sumer who’s not—doesn’t have a background could 
be problematic for the individual as well as for the 
process … But the level of conversation and unpack-
ing of individual cases may be challenging for a, sort 
of a, for want of a better word, a naive consumer. To 
just have a consumer rep on the Committee. (Par-

ticipant 6)

Further, how should the service report advice that is 
generated by a clinical ethics case review? In what form 
and where should such advice be stored, taking account 
of the need to balance the need for transparency of com-
mittee processes, while ensuring confidentiality of con-
sumer information?

There was a lot of debate about who would docu-
ment that opinion [generated by the committee’s 
case review process], where would it sit, would it 
actually be available to the general patients still, 
and their families through sort of the rights to free-
dom of information? (Participant 1)

and

I just wonder whether [we should recruit] a citizen, 
who is not an advocate for patients and who’s not a 
clinician. (Participant 3)

Many of the CEC members acknowledged that trans-
lating the CEC’s intent to involve consumer and patient 
voices into practice was challenging and required careful 
development of appropriate policies and procedures by 
the CEC and the wider organisation.

A final theme related to a need for explicit discussions 
of different ethical frameworks and ways of deliberating. 
Although some members didn’t see the need for fur-
ther theoretical discussion of ethical frameworks, oth-
ers argued that in order to improve ethical deliberations, 
members should be explicit about the ethical approach 
being drawn upon in their reasoning, and there should be 
opportunities to discuss alternative ethical approaches.

I think it’s really important to think about different 
ethical approaches and that people can come to the 
same or different decisions and still be coming from 
an ethical perspective, but perhaps a different model 
of ethical reflection. (Participant 4)

To date, there has been limited explicit discussion 
about the different substantive ethical orientations that 
members may be bringing to deliberation (e.g. conse-
quentialist or deontological positions), as well as the 
procedural or deliberative frameworks that could be 
employed in deliberation, and this was identified as a 
potential source of tension or misunderstanding between 
CEC members.

Discussion
So, what might a prospective CESS expect to grap-
ple with in its initial stages of development? The 
NHMRC Consensus Statement and Resource Manual 
(henceforth ‘Guidelines’) [1] were used as guides in 
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the establishment and development of the CEC, and 
several of the key themes discussed above relate to 
elements of this resource that we recommend prospec-
tive CESS consider closely. In an established tertiary 
health setting, where case referrals will emerge from 
the predictable needs and capacities of the workforce 
and organisation, we consider the following three 
areas to be likely domains of negotiation and develop-
ment: the CESS as link between workforce and Execu-
tive; incorporating consumers and patients; and ethical 
reasoning.

The CESS as link between workforce and Executive
Having experienced difficult or complex medicine, and 
wanting to support their colleagues experiencing the 
same, presents an important motivation for those clini-
cians who nominate for CESS membership. However, 
members place value both in assisting colleagues with 
specific cases and in benefitting the organisation, by 
improving its ethical culture and highlighting systemic 
issues that may require Executive attention and resolu-
tion. Often, case consultation requires attention to this 
linking function: as the Guidelines note, a final question 
to ask in the consultative process is: ‘are there any indi-
vidual, organisational, systemic, educational or policy 
issues to follow up as a result?’ (‘Tools for consultation 
and case analysis’, Sect. 4.2, p. 21). Our findings reinforce 
the relevance of this question.

The CEC is viewed by its members as a specific and 
independent forum in which the medical, nursing, and 
allied health workforce can seek the support of col-
leagues. By virtue of being integrated in the organisa-
tional structure, the service also provides the opportunity 
for the organisation to respond to unaddressed patient 
and workforce needs. A ‘well-functioning’ CESS, then, 
will have direct and strong links to and support from the 
Executive and will have considered closely where it fits in 
the governance structure. Where CESS members come 
together with a shared commitment to a well-function-
ing and useful service, without a clear sense of how their 
work links the day-to-day of ‘difficult medicine’ to gov-
ernance and policy, member engagement may falter. Sim-
ilarly, members who prefer practical clinical discussion 
with clear outcomes may experience frustration if oper-
ational and process questions are not resolved quickly. 
Section 3.1 of the Guidelines (‘Governance, accountabil-
ity and reporting’, p. 13) provides a useful starting point 
for thinking through some operational issues in the form 
of specific process questions relating to, for example, the 
storage of case notes, engagement with the hospital com-
munity, and communication with Executive. Answers to 
these questions will flow from an understanding of the 

CESS as providing a crucial link between the day-to-day 
of ‘difficult medicine’ and more overarching concerns of 
governance and policy.

Involving consumers
When developing a CESS, the question of how to incor-
porate consumer, community, and patient and fam-
ily voices is critical. The Guidelines do not emphasise 
community representation as a necessary component of 
committee membership (‘Membership considerations’, 
Sect. 2.8, p.11), however, there is a strong trend towards 
incorporating consumer voices in health settings [15] and 
the membership of the service being studied also consid-
ered it a priority. Recognising the importance of mem-
bership from outside the health service workforce raises 
key questions about the nature and purpose of consumer 
representation, with answers potentially depending on 
the specific setting and goals of the CESS. What is the 
difference between a community voice, a consumer voice, 
and a patient voice, and do all of them need to be repre-
sented? If part of the purpose of the service is to support 
clinician-peers with difficult medicine, in what ways is 
support extended to consumers and families? How might 
a consumer, or their advocate, raise and/or be involved 
in their own case consultation? What are members’ 
expectations about what a consumer voice is or does in 
practice, whose voice it should be, and when and where 
it should be heard? These questions can be contentious, 
sensitive, and difficult to resolve, and may require periods 
of reflection and adjustment as a service matures.

Ethical reasoning
The Guidelines (‘Tools for consultation and analysis’, 
Sect.  4.2, p.18) note that diverse formal approaches to 
ethics consultations share an aim to ‘widen the sources 
of moral input’, to foster reflection on one’s own and oth-
ers’ moral views and biases, and to foster learning from 
shared experience. Due to the predominantly clinical 
nature of a CESS, one might expect that membership will 
be primarily clinical, with members who by training and 
practice are comfortable with principles-based, linear 
approaches to ethical dilemmas [16]. However, given the 
diversity of disciplines possibly represented in the service, 
as well as the presence of community, pastoral, and cul-
tural representatives, case deliberation may involve dis-
cussion across substantive ethical positions (e.g., care or 
relational ethics, virtue ethics, or religious ethics). Simi-
larly, different deliberative tools and processes may also 
be prioritised by some members. Being explicit about the 
features and orientations of different approaches to ethi-
cal reasoning may help avert any misunderstandings aris-
ing within the service. In addition, explicit discussions of 
alternative ethical frameworks and ways of deliberating 
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may provide insights for services both in negotiating dif-
fering viewpoints and in incorporating ethical insights 
from a widened range of sources relevant to the health-
care setting. To foster such discussions, the Guidelines 
(‘Membership considerations’, Sect.  2.8, p.11)  recom-
mend actively recruiting members with formal eth-
ics training (e.g. clinical ethicists, academic ethicists), 
and exploring the full range of deliberative frameworks 
identified by the Guidelines (‘Tools for consultation and 
analysis’, Sect.  4.2, p.19). In this case study, while there 
was active recruitment of members with formal ethical 
training, there were significant constraints limiting the 
explicit discussion of ethical frameworks in the CEC. 
These included the COVID-19 pandemic as the original 
impetus for the service’s development, as well as the time 
restrictions of committee meetings and prioritisation of 
case studies as agenda items, and high demands on the 
time of CEC members. This made implementing the 
Guideline advice challenging. It could be expected that 
other new services might face similar challenges.

Finally, several limitations in the study design imple-
mentation should be acknowledged. Although the study 
aimed to include data from consumers and staff who 
had interacted with the service, the researchers were 
unsuccessful in recruiting participants from this stake-
holder group. This limits the range of  included experi-
ences and perspectives to only the CEC members and 
it is acknowledged that a future priority for the CEC 
will be to evaluate the quality of this new service from a 
wider perspective. In relation to transferability of find-
ings, it is acknowledged that, while this case study design 
allowed in-depth exploration of many processes operat-
ing in the specific context of this service in a particular 
health organisation, to ensure anonymity, contextual 
details about the organisational setting have been limited 
in the reporting of the study. This may affect the ease of 
transferring the findings to a different health context. In 
relation to understanding the impact of COVID-19 on 
this service’s development, it is important to acknowl-
edge that as Australia closed its international borders for 
2020–21, the impact of COVID-19 on the health system 
was different to many other countries, and although the 
system was severely stressed, it was not overwhelmed, 
and care rationing was not as much of a problem here as 
it was in some European countries or the US.

Conclusion
The study has provided the opportunity to describe the 
challenges and enablers which accompany the establish-
ment of a CESS in real time. Consumer and commu-
nity participation remain a challenge in spite of strong 
clinical engagement. Our findings provide a pathway for 

subsequent deliberate development of CESS, particularly 
in terms of ensuring the relationship between the service 
and senior management is made explicit, and that ethical 
frameworks to guide and support ethical deliberation and 
advice formation are introduced. Further opportunities 
exist for developing resources to support consumer and 
community participation.
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