
HEC Forum
https://doi.org/10.1007/s10730-026-09578-9

Abstract
Although clinical ethics consultation once involved the ethicist exercising practi-
cal reason to make moral judgments and recommendations, today clinical ethicists 
largely attempt to keep their “personal” moral judgments on the sidelines (Bell, 
2022). Practical reason gives way to reliability, reproducibility, and patient auton-
omy. As a result, healthcare ethics (HE) consultants operate more as proceduralists 
negotiating conflicts than as counselors offering substantive recommendations. This 
pattern mirrors a similar mode of “de-moralization” among medical practitioners, 
in which clinicians eschew moral evaluation and judgment in favor of facilitating 
patient access to requested “health care services.” Medicine, like healthcare eth-
ics consultation (HEC), becomes characterized by proceduralism, and clinicians’ 
moral assessments come to seem irrelevant if not threatening to the twin goals 
of bureaucratic efficiency and patient autonomy. In this essay, we argue that HE 
consultants should resist this bent toward procedure over moral substance. A “de-
moralized” clinical ethics will neither fulfill its practitioners nor help the patients 
and clinicians it serves. Against the tide of standardization, bureaucratization, and 
efficiency-based care driving medical and ethical decision-making, HE consultants, 
like physicians, should seek to discern the goods/benefits and evils/harms at stake in 
different contexts and make recommendations toward the former and away from the 
latter. Those forming the professional identities of HE consultants should encourage 
them to approach their training as “moral formation” in which they hope to develop 
the skills and wisdom to offer sound moral counsel to those reckoning with morally 
complex clinical decisions.
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Introduction

“Professional identity formation” (PIF) has assumed an increasingly prominent role 
in medical education and training, championed as essential for improving health care 
quality, enhancing practitioners’ ethical reasoning, and mitigating burnout and attri-
tion (Sarraf-Yazdi, Goh, & Krishna, 2024; Findyartini, et al., 2022; Mount, et al., 
2022). It is not surprising that PIF has garnered attention also from those focused on 
the formation of clinician-adjacent professionals, including clinical ethicists (Soto-
mayor, Spevak, and Grant, 2025).

Such attention has prompted debate and raised an important if discomfiting ques-
tion: in a PIF model for healthcare ethics (HE) consultants, what is the end toward 
which ethicists are being formed (Thornton, 2024)? The language of “professional 
identity formation” assumes an intelligible shape into which HE consultants are to be 
formed. It assumes, that is, a teleology for healthcare ethics consultation (HEC)—that 
clinical ethics is for something intelligible which provides the standard and measure 
against which we might judge the success of any program of formation. For clini-
cal medicine, historically the orienting telos has been understood to be the patient’s 
health—a norm of the body and its well-functioning or well-working. Although that 
orientation has rivals today (as noted by Curlin and Tollefsen, 2021), within it train-
ing programs are judged by the extent to which they prepare clinicians characterized 
by excellence in preserving and restoring the health of the patients they serve.

In contrast to medical practitioners, HE consultants have never professed publicly 
a substantive telos for their work. Instead, the field has seemed to understand and 
judge itself procedurally. Drawing on Alasdair MacIntyre’s account of a “practice,” 
we argue that PIF for HE consultants depends on the field having a substantive telos 
toward which consultants strive. We follow bioethicist Andrea Thornton in arguing 
that this telos, rightly understood, is connected to the telos of medicine—the health of 
the patient. That is, HE consultants should be trained not merely to offer nondirective 
procedures for negotiating conflicts within healthcare institutions, but instead to offer 
directive counsel toward the goal of clinical decisions that are consistent with medi-
cine’s orientation to patient health, while also responsive to the broader demands of 
ethics in the face of the complexities patients and clinicians encounter.

On Health as the Telos of Medical Practice

We will argue that HEC PIF should, like clinical medicine, aim at the patient’s 
health, but we acknowledge at the outset both that there are differing accounts of 
health and that health is not the only goal toward which medicine can aim. Rival 
goals might include the relief of suffering (Cassell, 1982)(Kleinman, 1988), mainte-
nance of quality of life (Menzel, 2000), or the facilitation of the patient’s preferences 
(Veatch, 2012). Competing definitions range from the World Health Organization’s 
famously expansive ideal, “a state of complete physical, mental and social well-being 
and not merely the absence of disease or infirmity” ( 1948), to Christopher Boorse’s 
much narrower account of species-specific (statistically) normal biological function 
(Boorse, 2014).
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For our purposes, it is not necessary to settle the arguments between different 
theorists of health to show the difference it makes if health is taken to be the primary 
goal of medicine and taken to be something objective (real) with respect to the living 
human body—something not reducible to the state of affairs desired or valued by one 
or another individual (Nordenfelt, 1987). While disagreements persist about how best 
to define health, medicine has depended practically on a publicly shared recognition 
of when the body is performing its necessary functions (health) and when it is not 
(illness).

In what follows, we adopt Leon Kass’s definition of health as “the well-working 
of the organism as a whole” (Kass, 1975, p. 29), found in his essay arguing that 
health is the proper end of medicine. Kass’s definition and his argument have roots in 
both the Aristotelian and Hippocratic traditions, both of which undergird centuries of 
understanding medicine to be a morally intelligible, traditioned practice, as we will 
describe below.

History of Healthcare Ethics Consultation as a Discipline

Any account of PIF for HE consultants depends on how the discipline of HEC under-
stands its core responsibilities. In The History and Future of Bioethics, sociolo-
gist John Evans narrates the history of HEC as one prominent domain of bioethics 
(Evans, 2012). Evans begins by noting that a central challenge any profession faces is 
to obtain “jurisdiction” over some domain—to secure publicly recognized authority 
of expertise regarding the domain’s subject matter. Professions garner such “juris-
diction” by deploying a “system of abstract knowledge” which gives those within 
the profession privileged expertise with respect to the problems that emerge in the 
relevant domain.

Over the century prior to the 1960 's, physicians enjoyed largely unchallenged 
jurisdiction in the medical ethics space. However, on the heels of the Nuremburg trials 
and multiple scandals regarding the work of physician-scientists (e.g., the Tuskegee 
Syphilis Study and the Willowbrook State School scandal), it became apparent that 
the ethical regulation of medicine could not be left to physicians alone. In response, 
liberal theologians (including Joseph Fletcher, Paul Ramsey, Richard McCormick, 
and James Gustafson) secured initial professional “jurisdiction” regarding the ethics 
of medicine. Such jurisdiction was short-lived, however. In the wake of the Belmont 
Report, it was displaced by what Beauchamp and Childress codified as the principle-
based approach to bioethics.1 It was during this period of the 1960 's and 1970 's that 
“bioethics” came to be recognized as a distinctive discipline, and that “bioethicists,” 
of whom HE consultants represented one prominent type, were recognized as profes-
sionals offering expertise distinct from that offered by the clinicians, philosophers, 
scientists, or theologians who previously had vied for medical ethics jurisdiction.

1  It is primarily the use of the four principles (beneficence, nonmaleficence, autonomy, justice), Evans con-
tends, that came to constitute the “system of abstract knowledge” whereby bioethics frames and responds 
to ethical challenges.
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As Evans notes, since the inception of the discipline, bioethicists (including HE 
consultants) have sought to defend their professional jurisdiction against those who 
would question their authority. To defend their jurisdiction in the face of widespread 
societal disagreement on fundamental ethical matters, bioethicists, Evans argues, 
have implicitly settled on the following defensible professional purpose:

[Using] methods in a system of abstract knowledge wherein ethical recommen-
dations are not based on [one’s] own personal values or the values of a particu-
lar group in society, but based on the values of either the individual involved 
with an ethical decision or the values of the entire public. (Evans 2012, p. xxi)

Insofar as bioethicists adopt this understanding, HE consultants exceed their profes-
sional role and its related jurisdiction when the consultant “makes recommendations 
based upon their own values or the values of a subgroup of the public” (Evans, 2012, 
p. xxi). As a discipline predicated on sequestering its practitioners’ “personal values” 
from their professional work, bioethics presumes a “rationalist and decisionist view 
of expertise, according to which experts provide value-neutral knowledge that allows 
non-experts to effectively pursue their subjective preferences” (Brown, 2009, p. 45). 
For HE consultants in particular, this professional identity is expressed in “primar-
ily helping families and doctors clarify their own values so that families and doctors 
can make a decision that is right for them” (Evans, 2012, p. xxii). To do so effec-
tively, HE consultants “use multiple methods to discern, clarify, and use the values 
of others, depending on the context” (Evans, 2012, p. xxv)—methods primarily but 
not exclusively reliant upon the principlism framework. The American Society for 
Bioethics and Humanities (ASBH) affirms this understanding of the HE consultant’s 
professional identity, advising that consultants “are not to impose their own values, 
but rather to facilitate an ethical decision between the interested parties, constrained 
by what are called ‘established ethical standards,’” such standards which include 
respecting patient autonomy, maintaining confidentiality, and demonstrating integrity 
in work (ASBH, 2011, p. 45).

It is important to note that this deferential, principlist view of bioethics and the 
role of HE consultants is not the only way of approaching ethical conflict, and Evans 
makes clear that a different approach might have developed. One could envision, for 
example, an approach in which bioethicists draw on values “of the entire public” 
by expounding a shared account of what those values are. They might make that 
account substantive by appeal to natural law or merely formal by appeal to survey 
data regarding views of the public (Evans’ proposal). Instead, bioethics has adopted 
the “mid-level” principles put forward by Beauchamp and Childress as the putative 
ground for “established ethical standards” while eschewing any shared moral frame-
work that would help to resolve disagreements about how to “balance” and “specify” 
these principles (a challenge noted by Beauchamp and Childress themselves).

Evans’ account of the rise of bioethics as a discipline, and his subsequent claims 
about the professional role and expertise of bioethicists (HE consultants among 
them), prompts an important question: Does a discipline that asks its practitioners to 
set aside their moral judgment qualify as a distinctive practice, much less as a “pro-
fession” traditionally understood?
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Professions as Morally Substantive

To answer this question, we begin with a brief history of the concept of profession. 
The term originally denoted those making public avowals to adhere to specific moral 
norms constituting a vocation, typically religious in nature (e.g. priesthood) but also 
referring to law, medicine, and the military (Trimble, 2016). Over time use of the term 
has evolved, and though moral and philosophical literature on how to understand pro-
fessions is limited (Cruess, Johnston, and Cruess, 2004; Schwab, 2016; Buhai, 2012), 
Cruess, Johnston, and Cruess offer the following contemporary definition, expanding 
upon the Oxford English Dictionary entry:

[A profession is] an occupation whose core element is work based upon the 
mastery of a complex body of knowledge and skills. It is a vocation in which 
knowledge of some department of science or learning or the practice of an art 
founded upon it is used in the service of others. Its members are governed by 
codes of ethics and profess a commitment to competence, integrity and moral-
ity, altruism, and the promotion of the public good within their domain. These 
commitments form the basis of a social contract between a profession and 
society, which in return grants the profession a monopoly over the use of its 
knowledge base [i.e., what Evans called jurisdiction], the right to considerable 
autonomy in practice and the privilege of self-regulation. Professions and their 
members are accountable to those served and to society. (Cruess, Johnston, and 
Cruess, 2004, p. 75)

This definition highlights a profession’s dependance on an internal body of knowl-
edge and expertise, shared moral commitments, and accountability to one’s col-
leagues and to those served.

Relevant to our questions regarding HEC, bioethicist Abraham Schwab argues 
that “substantive” and “formal” criteria for professions both prove insufficient to 
ground the concept. Substantive criteria “identify specific characteristics that any 
occupation is required to have to qualify as a profession” (Schwab, 2016, p. 504). 
Looking for such criteria in historically-recognized professions inevitably “begs the 
question,” Schwab argues, allowing advocates for and critics of a new profession 
to arbitrarily select the criteria that help their case. Meanwhile formal criteria for 
professions allow members of a group to self-identify as professionals whose work 
pursues some specified “moral ideal” (Schwab, 2016; Davis, 2009). This, Schwab 
notes, runs the risk of a relativistic understanding in which a putative profession can 
eschew any role-specific responsibilities.

A fuller engagement with Schwab’s argument is beyond the scope of this essay, 
but we propose that HEC can be considered a profession only to the extent its mem-
bers agree on substantive ideals and norms that constitute the profession and distin-
guish it from rivals. The same is true for traditional professions. Schwab’s argument 
suggests that medicine will struggle to maintain coherency insofar as it comes to pri-
oritize “business” rather than the patient’s health. We agree, and would interpret such 
a scenario as a degradation of the true, historically recognized practice of medicine, 
rather than a contemporary re-formulation of substantive commitments. Medicine’s 
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contemporary focus on moral neutrality, efficiency, throughput, and other industrial 
and bureaucratic goals both departs from medical tradition and undermines the field’s 
claim to being a profession. Meanwhile, the medical profession’s authority is greatest 
when it encounters those whose health is uncontroversially injured or at risk (think of 
physicians’ authority to care for those traumatically injured or suffering pneumonia 
or heart attack).

Professions as MacIntyrean Practices

While substantive theoretical accounts of “professions” are generally lacking, Alas-
dair MacIntyre, in his 1981 book After Virtue: A Study in Moral Theory, introduces 
the related concept of a practice to make sense of activities like medicine. MacIntyre 
set out to describe the relationships among goods, virtues, and purposes that charac-
terize intelligible forms of activity that conduce to human flourishing. He understands 
a “practice” to be a particular form of activity which allows one to achieve certain 
goods internal to and constitutive of that activity, including the primary good or telos 
toward which that activity is ordered. The achievement of such goods requires the 
inculcation and exercise of virtues, with all practices requiring justice, courage, and 
honesty, and particular practices requiring additional virtues necessary for excel-
lence in achieving the practice’s ends. MacIntyre’s description of “practice” is part 
of his broader argument that human flourishing has traditionally relied upon, and still 
implicitly requires, the development of such virtues within moral communities that 
share a sense of the good. Within that argument, MacIntyre describes a “practice” as:

[A]ny coherent and complex form of socially established cooperative human 
activity through which goods internal to that form of activity are realized in the 
course of trying to achieve those standards of excellence which are appropriate 
to, and partially definitive of, that form of activity, with the result that human 
powers to achieve excellence, and human conceptions of the ends and goods 
involved, are systematically extended. (MacIntyre, 1997, p. 187)

MacIntyre elsewhere argues that for one to acquire the virtues necessary to realize 
the goods internal to a practice, one must possess a vision of what those goods and 
virtues are ordered toward (a telos). For MacIntyre, medicine is paradigmatic of such 
a practice. It is a moral activity which requires the exercise of virtues (e.g., honesty, 
courage, practical reason) with clear standards of excellence, allowing for the realiza-
tion of goods internal to its practice, including the constitutive telos of the patient’s 
health. Thus, the excellent physician can be discerned by the degree to which she 
works toward and succeeds in preserving and restoring the patient’s health—even 
when such health can only be preserved or restored in a diminished capacity, such as 
in patients nearing the end of life.

MacIntyre’s account of “practice” opens a vision for what “professionalism” might 
entail—a set of virtues which make it possible to realize the goods internal to a prac-
tice, including the telos toward which the practice aims. Professionalism in medicine 
would entail the virtues that make it possible to realize the patient’s health and other 
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health-related goods. On this traditional understanding, for example, physicians who 
engage in sexual relationships with patients violate the “standards of excellence” that 
undergird patient trust and thereby make it possible for patients to entrust themselves 
to physicians. Without such trust, the practice falls apart. Likewise, physicians who 
engage in activities like physician-assisted suicide appear to contravene the patient’s 
health and thereby the (professed) standards of the practice.

For HEC to be understood similarly as a practice governed by professional norms, 
we must be able to say something about (American Society for Bioethics and Human-
ities (ASBH), 2011) the virtues that characterize its practitioners (Bell et al., 2022), 
the goods that are internal to and realized through the practice, and (Boorse, 2014) the 
overarching telos or end toward which the practice is oriented. Ultimately, MacIntyre 
argues, the goods (Bell et al., 2022) and virtues (American Society for Bioethics 
and Humanities (ASBH), 2011) are only rendered intelligible by the specific telos 
(Boorse, 2014) of the activity.

What is Healthcare Ethics Consultation?

What is that telos for HEC? In his history of HEC, Evans quotes Brown to observe 
that HEC relies on a “rationalist and decisionist view of expertise, according to which 
experts provide value-neutral knowledge that allows non-experts to effectively pur-
sue their subjective preferences” (Brown, 2009, p. 45), or in Evans’ terms to “[help] 
families and doctors clarify their own values so that families and doctors can make a 
decision that is right for them” (Evans, 2012, p. xxii). The telos of the HE consultant, 
then, appears to be that others are enabled to make the decisions they believe are right 
for them.

This telos proves challenging to reconcile with a MacIntyrean understanding of a 
“practice,” insofar as it appears merely procedural rather than substantive. The dis-
tinction between an unencumbered decision and a good decision is collapsed, such 
that a decision is rendered ethical merely by virtue of being (autonomously) chosen. 
A corollary telos for medicine would be for physicians to act not to preserve and 
restore patients’ bodily health, but instead to pursue “well-being” subjectively con-
strued by the patient or another authorized chooser. This points to the need for some 
objective grounding to a definition of health, akin to Kass’ definition. Asking medical 
practitioners to facilitate patients’ choices, without respect to whether doing so is 
conducive to the patient’s bodily well-working, removes any objective standard by 
which to judge whether physicians do their job successfully.

Aiming at such a subjective telos would contradict medicine’s traditional self-
understanding, in which physicians who merely present information and technical 
options to patients, remaining agnostic and detached regarding which courses of 
action help or hinder the patient’s health, thereby abdicate their professional respon-
sibility. The good physician, rather, while respecting the patient’s authority to refuse 
any physician proposal, offers directive counsel regarding which courses of action 
are consistent with the patient’s health and encourages the patient to cooperate in 
pursuing those courses of action.
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The Provider of Services Model in Healthcare

We noted above that MacIntyre described medicine as a paradigmatic “practice,” 
but contemporary medicine arguably strays significantly from the practice MacIntyre 
envisaged in 1981. MacIntyre emphasized medicine’s continuity with a tradition 
spanning millennia, in which physicians use practical reasoning and the science of 
their day to work toward preserving and restoring the health of patients. However, as 
Farr Curlin and Christopher Tollefsen argue in The Way of Medicine: Ethics and the 
Healing Profession (2021), decades of cultural emphasis on uninhibited choice has 
largely displaced the traditional understanding of medicine with what they call “the 
providers of services model” (PSM), in which medicine comprises:

[A] set of technical skills that are to be put to work to satisfy patient-client pref-
erences. Healthcare workers are providers of services, and these services are 
undertaken for the sake of patient well-being, understood principally in terms 
of satisfying the patient’s wishes. (Curlin and Tollefsen, 2021, p. 2)

The PSM holds up for medicine a pseudo-telos similar to that identified with HEC. 
Like the HE consultant, the physician within the PSM remains agnostic about the 
good, instead providing information and “health care services” in service to what the 
patient perceives as good. “We no longer have a shared public understanding of what 
medicine is for, of what the end of medicine is or should be,” Curlin and Tollefsen 
write (Curlin and Tollefsen, 2021, p. 1). In the PSM, patient autonomy, sustained by 
procedure, stands in as an ersatz telos for both medicine and HEC.

Without a substantive account of the good toward which medicine or HEC aims, 
“professional identity formation” cannot get off the ground (Kinghorn, McEvoy, and 
Balboni, 2007). The medical “profession” constituted by the PSM struggles to justify 
physicians offering their advice, much less saying no to patients. Detached from a 
substantive telos, medicine no longer requires the exercise of virtues like courage, 
and without exercise such virtues atrophy. The courage required for practitioners 
to respectfully contend with patients, when necessary, to encourage actions condu-
cive to health, becomes less salient when the goal is to support whatever the patient 
chooses. Likewise, prudence (clinical judgment) and conscientiousness no longer fit 
a practice in which “personal” views of physicians are obstacles to facilitating patient 
choice. Even the virtue of “fidelity” stagnates to the extent the physician-patient rela-
tionship becomes less a covenant than a contract (DeAngelis, 2015).

Curlin and Tollefsen contrast the PSM with what they term the “Way of Medi-
cine”—their account of the traditional understanding of medicine as a practice in the 
MacIntyrean sense, raised to a profession because of its social importance, whose 
telos is the patient’s health. This account offers an internally consistent vision for PIF 
focused on

those standards of excellence which are appropriate to, and partially definitive 
of, that form of activity, with the result that human powers to achieve excel-
lence [in the pursuit of health], and human conceptions of the [health and health 
related] goods involved, are systematically extended. (MacIntyre, 1997, p. 187)
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The patient’s health provides a standard against which physician activities can be 
judged. It becomes clear that physicians cannot merely fulfill patient preferences; 
rather they must act only in ways congruent with a commitment to the patient’s 
health. Sometimes this will involve disagreeing with patients, seeking to persuade 
them, or refusing what they request, even while maintaining a posture of humility. 
As such, negotiating clinical decisions requires precisely those virtues of truthful-
ness, courage, and patience that MacIntyre identifies as central to practices. This 
framework for PIF moreover draws upon a rich history, from Hippocrates onward, of 
exemplary medical practitioners following and contributing to a tradition that speci-
fies both what good medicine looks like and how medical practitioners go wrong. 
They go wrong by harming the patient’s health, failing to develop and exhibit vir-
tues like patience and fidelity in patient-physician relationships, or allowing external 
incentives, financial and otherwise, to corrupt their practice.

Toward Moral Formation in HEC Training

Insofar as HEC takes its primary task to be something similar to that of the PSM—
namely a procedural activity that avoids substantive recommendations to facilitate 
autonomous decision-making by others—it will lack the moral foundation that con-
stitutes practices with a claim to be professions. Insofar as HE consultants detach 
from reasoning about and pursuing good clinical decisions, in favor of facilitating 
whatever others choose, the “standards of excellence” MacIntyre describes will 
remain nebulous and professionally unsatisfying.

A workable account of PIF for HEC requires an understanding of the practice 
analogous to the “Way of Medicine” described by Curlin and Tollefsen. That account 
must begin with a substantive grounding telos, which would then call forth justice, 
courage, honesty, and other virtues that are constitutive to working toward and attain-
ing that telos.

Proposal for HEC as a Genuine Profession

Any proposal for a professional understanding of HEC must overcome the facts of 
moral pluralism and a post-religious socio-cultural milieu suspicious of particu-
lar moral claims. In response to these challenges, bioethicist Andrea Thornton, in 
her essay “Credentialing Character: A Virtue Ethics Approach to Professionalizing 
Healthcare Ethics Consultation Services”, proposes what a morally substantive pro-
fessional understanding of HEC might look like today (Thornton, 2024). Thornton 
situates her proposal between two alternatives she views as untenable.

The first is H. Tristam Engelhardt Jr.’s call for sectarian bioethics conducted among 
“moral friends”—those who share a content-full religious or other moral tradition. 
Thornton affirms Engelhardt’s trenchant critique of attempts to professionalize HEC. 
Writing in the 1990s and early 2000s, Engelhardt argued that HEC arose to mollify 
the challenges of pluralism in a post-Christian context, within which HE consultants 
presume to have normative expertise to resolve dilemmas but use that “expertise” to 
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serve the capitalistic institutions that employ them. Engelhardt’s primary critique is 
that HE consultants deceive themselves and the public insofar as they profess and 
perpetuate the “illusion of normative expertise in moral matters”—expertise that is 
not available in a pluralistic context without a shared moral grounding (Engelhardt 
2009, p. 321). Engelhardt’s two-fold solution is: (1) for HEC to acknowledge that as 
a “modus vivendi” in the context of irreconcilable pluralism, it adopts a mimimal-
ist ethics of permission—effectively a HEC version of medicine’s PSM; and (2) for 
those who inhabit shared content-full traditions (“moral friends”) to develop their 
own sectarian bioethics. Within the latter, a Catholic patient would be best served by 
a Catholic physician, with a Catholic HE consultant—all accountable to a substantive 
Catholic moral tradition in which each works out their particular vocation.

The second alternative Thornton sees as untenable is what Engelhardt was critiqu-
ing: the vision of HEC professionalization put forward by ASBH, codified in its Core 
Competencies, and instantiated through accreditation based on standardized testing. 
Thornton highlights the procedural rather than substantive vision of professional-
ization offered in this system, arguing that the Core Competencies include charac-
teristics like integrity, justice, and honesty without any meaningful suggestion of 
how such virtues can be developed. Moreover, assessing “competencies” through 
multiple-choice exams reflects and requires diluting ethical concepts to standardized, 
superficial substitutes. Such testing does nothing to assess whether a consultant is 
skilled in practical ethical reasoning. The upshot is a process wherein HEC can-
didates can memorize factual information to attain accreditation while simultane-
ously lacking the very virtues, chief among them truthfulness, that allow for excellent 
practice as a HE consultant. Such a system seems to prioritize scientific expertise 
over practical wisdom and factual knowledge over character. In her critique Thornton 
argues that a HE consultant “must first be a trustworthy person before they can be an 
expert” (Thornton, 2024, p. 322), that virtue is prior to technique.

Between Engelhardt’s sectarian vision and the minimalistic and procedural 
assumptions behind present-day HEC, Thornton argues for a substantive account 
of HEC grounded in the telos of clinical medicine: the patient’s health. Thornton 
draws on the work of Edmund Pellegrino and David Thomasma, who like Curlin and 
Tollefsen saw the patient’s health as the good which grounds and orients all clinical 
(and ethical) decision-making. The reciprocal vulnerability of the sick patient and the 
imperfect clinician, they argued, calls forth fidelity on the part of the physician—the 
unconditional commitment to working toward the patient’s health and wholeness. 
Fidelity resists the lures of efficiency, profit maximization, or research when these 
contradict what the patient’s health requires. Medical practice in their view is con-
stitutively moral rather than merely technical. Pursuing the patient’s health likewise 
“takes [medicine] out of the realm of theoria and puts it into the realm of praxis” 
(Pellegrino and Thomasma, 1981).

Thornton encourages HE consultants to assume the same telos for their work, par-
ticularly amidst the pressure to act as mere dilemma-resolvers on behalf of the insti-
tutions that employ them. She calls HE consultants to “maintain orientation toward 
the telos of medicine as a healing profession and not a business enterprise” (Thorn-
ton, 2024, p. 322). Within such a vision, rather than acting as a mere proceduralist 
offering options, the HE consultant
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must be understood as a moral agent who orients the relationships of the vari-
ous health care providers, administrators, patients, and community toward the 
telos of medicine. This requires high level skills of interpretation, relationship 
management, and discernment. (Thornton, 2024, p. 328–329)

To be sure, the role of the HE consultant in this work differs from that of the phy-
sician—both because the HE consultant is often negotiating the boundaries of the 
authority exercised by different stakeholders (Schwab, 2016; Fox, McGee, and 
Caplan, 1998; Orr and de Leon, 2000), and because the consultant brings to bear a 
complementary set of knowledge and skills, including deeper knowledge of law and 
policy, and more developed skills of conflict negotiation. Yet this knowledge and 
these skills can be exercised well only when they are oriented to the patient’s health. 
Absent such a grounding, the same mode of technical expertise can be wielded 
manipulatively to favor the interests of clinicians, institutions, or other stakeholders, 
or to favor satisfying patient’s wishes, at the expense of the patient’s genuine good.

Within such a professional self-understanding, grounded in the telos of the patient’s 
health, it becomes clear how the virtues of truthfulness, courage, and prudence are 
necessary. One cannot become an excellent HE consultant unless one is truthful 
with oneself and others about the telos of the work. One cannot hope to advocate on 
behalf of the sick without the correlative virtue of courage—courage to speak truth 
to patients about the limits of medicine and the limits of their authority, and to speak 
truth to power when clinicians or hospital systems champion decisions that neglect 
the good of the patient. And HE consultants need the over-arching virtue of prudence 
to tease out salient ethical issues at play, to engender trust from the multiple parties 
involved, and to offer wise counsel in contexts of complexity and conflict. Thornton’s 
account allows the nebulous characteristics within the “Core Competencies” to be 
concretized and rendered intelligible, and by situating these virtues within the pursuit 
of the patient’s health, it provides a way for HE consultants to be held professionally 
accountable.

Further Specification of the Professional Role of Healthcare Ethics 
Consultants

While HE consultants reasonably pursue the good of the patient, they do so in con-
texts of ambiguity and disagreement between parties that ostensibly share that ori-
entation. HE consultants serve as mediators between patients, clinicians, institutions, 
family members, and other parties to ethical disputes. Invariably some tension in 
these relationships exists, usually in the form of competing claims of authority sur-
rounding ethical decisions.

Thus, while, as Thornton argues, HE consultants reasonably maintain an orien-
tation to the patient’s health, their professional role is to help different stakehold-
ers understand the character and limits of the stakeholder’s authority with respect 
to a particular decision. For example, while the clinician has authority to refuse to 
perform interventions that the physician believes contradict the patient’s health, the 
patient has authority to refuse any interventions the physician may propose. HE 
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consultants can do invaluable work by discerning and negotiating the character and 
limits of the authority borne by patients, clinicians, and institutions. Such work is 
particularly important when clinicians, patients, or other stakeholders believe their 
proper authority is not being respected.

Besides truthfulness, courage, and prudence, what virtues allows HE consultants 
to do well this work of drawing attention to the complexity of health and the limits 
of medicine and clarifying the bounds of authority among stakeholders? We propose 
two: candor and humility. Candor and humility make possible an Aristotelian “golden 
mean” between the excesses of Engelhardt’s sectarian bioethics and the content-less 
“Core Competencies” of ASBH. Contrary to the ASBH self-understanding, a HE 
consultant can in fact make judgments (and offer directive counsel) about which deci-
sions are reasonable and which are not. A boundary factor in these judgments will 
be whether or not the decisions comport with the health of the patient. Yet making 
such judgments well requires the epistemic humility to acknowledge that reasonable 
persons can and often do disagree about whether, how, and to what extent to pursue 
the patient’s health.

Such humility is buttressed by candor. HE consultants will candidly disclose the 
reasons for their judgments and recommendations, will acknowledge and present 
counter-arguments without caricature, and will respect the limits of their own author-
ity. Such candor is hindered whenever HE consultants attempt to maintain the pre-
tense of moral neutrality, and both candor and humility are counteracted whenever 
HE consultants presume to have authority of expertise based on appeal to mere ethi-
cal procedures.

What Might PIF in Healthcare Ethics Consultation Look Like?

As we have argued to this point, any account of HEC as a profession must possess a 
substantive foundation like the one Thornton proposes. HEC must be able to name 
its orienting telos and the virtues required for its pursuit. On such scaffolding one can 
build up an account of “Professional Identity Formation” for HEC.

A fulsome account of PIF for HE consultants goes beyond the scope of this essay, 
but we propose it will respect the following conclusions that follow from the argu-
ments we have made here: First, it is unreasonable and functionally impossible for 
HE consultants to sequester their “personal” moral convictions from their “pro-
fessional” practices. There is no “view from nowhere,” and candidly and humbly 
acknowledging one’s own convictions is perfectly compatible with (even required 
by) seeking to discern and negotiate disagreement about how to pursue the patient’s 
health. Second, like medicine, the work of HE consultants depends on but is not 
reducible to technical expertise. On the contrary, both involve directive counsel and 
both require virtues like truthfulness, courage, and prudence—not merely techni-
cal and procedural competence. Third, directive counsel should be encouraged, not 
discouraged. The challenge is not to retreat into presumed neutrality, but to learn 
how to offer counsel well—candidly, humbly, and wisely. Fourth, PIF will foster 
opportunities for HE consultants to reflect on, articulate, and communicate with oth-
ers their ethical commitments and how those commitments inflect and inform their 
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work. Such opportunities help to form the candor and humility which are essential to 
HE consultation as substantive profession seeking the patient’s good in the context of 
complexity, ambiguity, and conflict regarding what that requires.
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