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Abstract

Bioethics increasingly recognizes the impact of discriminatory practices based on social categories such as race,
gender, sexual orientation or ability on clinical practice. Accordingly, major bioethics associations have stressed

that identifying and countering structural discrimination in clinical ethics consultations is a professional obligation

of clinical ethics consultants. Yet, it is still unclear how clinical ethics consultants can fulfill this obligation. More specifi-
cally, clinical ethics needs both theoretical tools to analyze and practical strategies to address structural discrimination
within clinical ethics consultations. Intersectionality, a concept developed in Black feminist scholarship, is increasingly
considered in bioethical theory. It stresses how social structures and practices determine social positions of privi-

lege and disadvantage in multiple, mutually co-constitutive systems of oppression. This article aims to investigate
how intersectionality can contribute to addressing structural discrimination in clinical ethics consultations with a par-
ticular focus on mental healthcare. To this end, we critically review existing approaches for clinical ethics consultants
to address structural racism in clinical ethics consultations and extend them by intersectional considerations. We
argue that intersectionality is a suitable tool to address structural discrimination within clinical ethics consultations
and show that it can be practically implemented in two complementary ways: 1) as an analytic approach and 2)

as a critical practice.
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Introduction

Major bioethics associations have emphasized the role
of clinical ethics consultants in addressing structural dis-
crimination within clinical ethics consultations (CEC).
The American Society for Bioethics and Humanities, for
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instance, states in their Code of Ethics and Professional

Respounsibilities for Healthcare Ethics Consultants:

When engaged in ethics consultation, consultants
need to be attentive to the role that healthcare dis-
parities, discrimination, and inequities play |[...]
Consultants have a responsibility to identify and
include relevant voices in the discourse, particularly
marginalized voices. Recommendations of the con-
sultation should not reinforce injustice [1].
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Bioethicists have recently particularly stressed the
importance of considering race and racism! in CEC
and have developed first suggestions to address it [3-5].
When addressing racism, it is important to consider
intersectionality. Intersectionality, a term coined by the
legal scholar Kimberlé Crenshaw [6, 7], stresses the inter-
dependency of multiple systems of discrimination, such
as racism and sexism. Black feminist grassroots activists
and scholars, particularly in the US, have highlighted the
interconnectedness of oppressive social categories, for
example, gender with race, age, sexual orientation and
class, leading to unique social positions within a matrix
of power dynamics [8]. Intersectionality stresses that not
attending to this interconnectedness often leads to a mar-
ginalization of the experiences of multiply marginalized
group members. Intersectionality is often understood
both as an analytic lens or approach to better understand
structural discrimination, and as a critical practice which
aims at pursuing social justice [9].

Intersectionality is particularly useful as a framework
for mental healthcare [10], because people experienc-
ing mental illness are under a high risk of experiencing
social stigmatization and discrimination based on mental
illness, which may be compounded by further forms of
discrimination [11]. Since discrimination is an important
social determinant of mental health [12, 13], providing
adequate mental healthcare services for people affected
by structural discrimination is crucial. Yet, despite recent
endeavors to eradicate discrimination towards minor-
itized individuals [14, 15], structural discrimination still
impedes them from receiving adequate care and support
[16]. As described in a systematic review on intersec-
tionality and discrimination within mental healthcare,
marginalized users may encounter stereotyping, micro-
aggressions, and a lack of mental healthcare staffs’ knowl-
edge and skills relevant to their care (e.g., regarding
gender diversity, racism, or cultural humility) [11, 17].
Thus, while marginalized people are under a high men-
tal health burden, mental healthcare is not sufficiently
prepared for their needs, making intersectionality a par-
ticularly useful tool for mental healthcare. Clinical ethics
consultants are important in this regard since they may
both contribute to providing an anti-discriminatory care
to multiply marginalized users as well as establish anti-
discrimination within their own work.

! Taking a social constructivist stance informed by critical race theory, we
understand race as a social category which confers privilege and disadvan-
tage based on physical features which are imagined to indicate a certain
geographical ancestry [2]. Racism is a social system embedded in social
structures, institutions and practices, in which privilege and disadvantage
are distributed based on the category of ‘race’
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In light of this, it seems crucial to consider intersec-
tionality when attending to structural discrimination in
CEC within mental healthcare. Yet, to our knowledge
based on a systematic review on the use of intersection-
ality within bioethics, intersectionality has not yet been
considered as a tool for CEC [18]. This article aims to fill
this gap by examining the potentials of intersectionality
— understood as both an analytic approach and a prac-
tical tool — to improve CEC. Because of the particulari-
ties of structural discrimination within mental healthcare
highlighted above and our own experience within mental
healthcare and psychiatric ethics, this article pays special
attention to the context of mental healthcare. Nonethe-
less, we assume that our recommendations may also be
applicable to other contexts of medical care. By analyzing
the potential of intersectionality for CEC and by translat-
ing it into practical tools, we provide clinical ethics con-
sultants with concrete suggestions to strengthen their
anti-discrimination practice.

Our article is structured as follows: We start by out-
lining the typical structure and topics of CEC in mental
healthcare to then give reasons why there is a need for
anti-discrimination within CEC. Based on existing lit-
erature on anti-racist CEC and intersectionality, we pro-
pose two complementary ways in which intersectionality
may inform and enrich CEC within mental healthcare: 1)
as an analytic approach and 2) as a critical practice. We
illustrate our suggestions based on a CEC case exam-
ple adapted from a narrative ethics collection of clinical
cases [19].

We acknowledge that our own social and academic
backgrounds influence our work. It is thus important to
mention that our research team is mainly White, with
one Black woman, with backgrounds in psychiatry, psy-
chology, gender studies, medical ethics, and philosophy.
Our considerations were developed drawing on our expe-
rience with CEC within mental healthcare.

Current approaches to CEC in mental healthcare
CEC are a form of clinical ethics support provided by an
individual or a small team to help identify, analyze and
resolve ethical issues that arise in clinical practice [20,
21]. Although it is often open to requests from mental
healthcare service users (henceforth: users) and relatives,
it is requested mostly by clinicians or other healthcare
personnel [22-24]. Typically, members of the mental
healthcare team (e.g., nurses, psychiatrists, psychologists,
social workers) and, if existent, the legal guardian of the
user participate in a CEC. The participation of users in
CEC is recommended [25] but still not the norm [26, 27].
For example, in one large German hospital, users par-
ticipated in only 35% of CEC within mental healthcare
between 2006 and 2015 [27].
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Common ethical problems discussed in CEC include,
for example, issues regarding patient autonomy, such as
the applicability of advance directives or capacity to con-
sent, treatment limitation and disagreements within the
team regarding the appropriate course of treatment [22,
24, 27-29]. Within mental healthcare, some particular
ethical problems are frequently discussed, for example,
endangerment of self or others, declination of treatment
suggestions, the use of coercive measures (e.g., physical
or mechanical restraint) or involuntary treatment as well
as questions around confidentiality [22, 24, 27, 29, 30].
The issues discussed in CEC in mental healthcare were
seen as bearing a high risk of negatively affecting the
therapeutic relationship [27].

Multiple methods for conducting CEC with no uni-
versally agreed standard exist [31, 32]. A commonly
used method [33] that we also use in our own practice
includes an opening where the reason for consultation
is stated, information regarding the goals and procedure
of the CEC is given, and all participants introduce them-
selves. This is followed by a collection of pertinent facts,
which includes relevant medical, nursing, social and legal
facts as well as the perspectives of users and relatives and
other professionals involved. Afterwards, the decisional
conflict is clarified, for example, “Is involuntary medica-
tion justified?” Drawing on normative frameworks, such
as the four principles (i.e., respect for autonomy, benefi-
cence, non-maleficence and justice) proposed by Beau-
champ and Childress [34], the ethical conflict underlying
the decision conflict is carved out. In the following dis-
cussion, ethical arguments are weighed up based on the
concrete individual case. The aim is to jointly decide on
an approach to solving the decisional conflict based on
the chosen ethical framework, and to formulate concrete
recommendations for the further proceeding. Ideally, the
concrete recommendations are endorsed by all partici-
pants of the CEC. Finally, the results of the discussion are
summarized and the clinical ethics consultant reviews
whether a consensus could be reached.

Regarding the role of the clinical ethics consultant,
three approaches are typically distinguished: The pure
facilitation approach, the authoritarian approach, and the
ethics facilitation approach [20, 35]. The pure facilitation
approach proposes the clinical ethics consultant to act as
a neutral mediator who focuses on facilitating a construc-
tive dialogue and helps the participants find a consensus.
Here, the clinical ethics consultant refrains from clari-
fying potentially useful concepts or ethical approaches,
and takes no position on the relevant ethical values for
the case. This differs from the authoritarian approach,
in which the clinical ethics consultant pronounces what
should be done and takes on moral decision-making
authority. The approach we outlined above would be
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considered an ethics facilitation approach. In the ethics
facilitation approach, the clinical ethics consultant clari-
fies the relevant normative concepts and offers assistance
in the moral deliberation process while recognizing and
conveying the boundaries for ethically acceptable solu-
tions [20, 36].

Why we need anti-discrimination within CEC

in mental healthcare

There are two main reasons for anti-discrimination
within CEC in mental healthcare: one normative and
one epistemic. The normative reason is that clinical eth-
ics consultants are under the moral obligation to support
anti-discrimination by virtue of their professional role.
To see why, note that according to the United Nations
Committee on Economic, Social and Cultural Rights, the
right to health is defined as “the right of everyone to the
enjoyment of the highest attainable standard of physi-
cal and mental health” [37]. This implies that appropri-
ate measures are taken to ensure healthcare services are
accessible, both in law and in fact, without any discrimi-
nation on the grounds of “race, color, sex, language, reli-
gion, political or other opinion, national or social origin,
property, birth, physical or mental disability, health status
(including HIV/AIDS), sexual orientation and civil, polit-
ical, social or other status” [37].

Yet, empirical research indicates that discriminatory
practices continue to constitute an important barrier to
the equal provision of mental healthcare [11]? and occur
both on the interpersonal and institutional level via
organizational practices [16]. On the interpersonal level,
overt racial prejudice may affect the therapeutic relation-
ship [39, 40]. Further, research indicates that some user
groups, e.g., women [41] or racially minoritized users
[42], struggle to have their pain and symptoms acknowl-
edged by doctors due to stereotypes. Moreover, Black
users experience coercion, such as involuntary hospital
admission, significantly more often than other users in
mental healthcare [43]— a finding which Faissner and
Braun [44] relate to the susceptibility to racist biases of
the criteria used to ethically evaluate coercive interven-
tions. CECs are part of clinical practice and, therefore,
influenced by the same general dynamics as other clinical

% In a large national community-based survey on anti-Black racism in Ger-
many, 65% of the participants who had used healthcare services in the last
two years stated that they had been discriminated against. Most partici-
pants assumed that discrimination occurred based on skin color (74%), rac-
ism or “ethnic origin” (72%). The results of the survey showed that trans*
and gender nonconforming individuals (with 83%) and cis-women (67%)
were significantly more likely to report discrimination compared to cis-male
participants (50%), as were individuals with disabilities (83%) in comparison
to participants without disabilities (60%). This highlights the importance of
attending to intersectional in-group differences [38].
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practices. Accordingly, different authors have suggested
that discriminatory practices and biases may also play a
role in the provision of CEC for marginalized users [3,
45]. For instance, CEC may be informed by patterns of
prejudice and stereotyping based on explicit and implicit
biases against racially minoritized service users, as sug-
gested by Angove, Ngui and Repenshek [45].

Russell [46] suggests that both practitioners and clini-
cal ethics consultants may start implementing anti-dis-
crimination within healthcare institutions by considering
the resources attached to their own professional role.
Clinical ethics consultants play a crucial role in address-
ing structural discrimination within mental healthcare
institutions. Since they provide guidance in concrete
cases during CEC, create guidelines, and train staff as
part of their institutional and professional responsibili-
ties, clinical ethics consultants are in a good position to
foster anti-discrimination — a commitment stressed by
the Association of Bioethics Program Directors in their
Statement on Violence, COVID, and Structural Racism in
American Society [47].

The second reason for anti-discrimination within
CEC is epistemic. As power structures are important in
shaping clinical encounters and clinical decision-mak-
ing, power imbalances and discriminatory practices in
the hospital may contribute to ethical conflicts [48, 49].
Danis suggests that structural racism and biases may
have a large explanatory role in ethical conflicts in the
clinical context. For instance, some ostensibly “neutral”
CEC on “disagreements between clinicians and patients,
non-compliance [sic], difficulties with discharge plan-
ning, and resource allocation’, may be related to dis-
advantages and dynamics that are rooted in structural
discrimination [5]. Additionally, some ethical conflicts
that arise within the clinical setting may be grounded in
structural processes that lie outside the clinical setting,
for instance, in precarious living conditions or gendered
violence. Considering structural factors, therefore, allows
a better understanding of the core of an ethical conflict.
These need to be considered in CEC in order to provide
realistic recommendations [49].

Another facet of the epistemic reason for anti-discrim-
ination within CEC are the epistemic costs through a loss
of potentially relevant information due to marginaliza-
tion and neglecting structural discrimination within the
CEC. CEC may be understood as a knowledge practice
in which the participants jointly develop a new under-
standing of an ethical problem. Philosophers analyzing
questions around epistemic injustice have argued that
power structures may lead to processes of silencing that
affect the possibilities of marginalized users and staff to
have their claims duly considered and participate in the
interpretation of social experiences: testimonial quieting
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and smothering [50-52]. Testimonial quieting describes
the unjustified downgrading of a person’s credibility
based on stereotypes or implicit biases connected to
the social identity of the speaker. For instance, Crich-
ton, Carel and Kidd [51] argue that users’ contributions
risk to be disbelieved or considered irrelevant in clinical
practice, because, based on implicit biases, users may be
considered incoherent, irrational or emotional by clini-
cians. Studies indicate that mental healthcare staff are
not exempt from stereotypes against people experienc-
ing mental illness.> Additionally, both staff and users who
are minoritized may face difficulties in being adequately
heard in CEC. In clinical practice, a person’s social as well
as professional position comes with different degrees of
epistemic authority. For instance, a middle-aged White
cis-male senior physician is very likely to be considered
more authoritative in his views than a young Black female
nurse — the picture gets more complex when considering
various constellations within racial, gendered and profes-
sional hierarchies. Testimonial smothering, another form
of silencing, arises when people decide to intentionally
withhold information if they expect their communicative
environment to lack the necessary skills to understand
their claims. It has been suggested that clinical ethics
committees that lack sensitivity regarding experiences of
discrimination such as racism may discourage users and
staff to share these experiences, which results in the loss
of potentially important information [54].* This is espe-
cially important for mental healthcare, where the invali-
dation of experiences of racism by White staff is reported
as prevalent [11]. Given the normative and epistemic
arguments for considering structural discrimination in
CEC, we will next explain how intersectionality may be
used as an analytic approach and a critical practice to
address structural discrimination in CEC within mental
healthcare.

Applying intersectionality to clinical ethics

In order to provide concrete guidance on how to apply
intersectionality within CEC, we introduce a clinical case
example that we translated, adapted and simplified from
a published narrative ethics collection of clinical cases
based on our own practical experience [19]. We will draw
on this case example to highlight how intersectionality
can be used as an analytical approach and as a critical

3 For instance, according to a systematic review, mental healthcare staff
hold the same level of stigma as the general population in the form of a wish
for social distance towards people with a diagnosis of schizophrenia [53].

* In the community-based survey on anti-Black racism in Germany
referred to in footnote 2, 62% of the participants who responded to that
item (n=2819) stated that psychotherapists did not take their experiences of
racism seriously or invalidated them [38].
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practice within CEC and exemplify different suggestions
throughout the text.

Case example

The psychiatric staff of a locked psychiatric ward
requests a CEC to discuss the further treatment
of M. O. who has been admitted for the first treat-
ment of a psychotic episode. She is introduced as a
23-year-old Muslim racially minoritized woman
and described as rather short, neither slim nor
obese, but very sporty.®

M.O. refuses antipsychotic medication because she
feels persecuted by the psychiatric team and fears
being poisoned. During her stay, staff repeatedly
considers M. O behavior to be a threat to the safety
of herself and others: she tries to escape the ward
by climbing on stapled chairs at the back wall of
the outdoor area, insults staff verbally and throws
various objects at them. After repeated mechani-
cal restraint, the psychiatrists suggest that if M. O.
shows further instances of harm to others, restraint
measures should be continued, and involuntary
medication be considered. At this point, members of
the team express the wish for clinical ethics support.

Intersectionality as an analytic approach

One core feature of intersectionality is to understand a
given situation acknowledging the power structures that
lead to positions of relative disadvantage and privilege
[55]. It directs our attention to aspects that are obscured
in analyses which are either oblivious to power struc-
tures or focus on a singular system of oppression and,
thereby, disrupts our “deeply entrenched cognitive hab-
its” [55]. We can, therefore, understand intersectionality
as an analytic approach that is attentive to multiple social
categories being equally salient in shaping practices and
experiences within institutions. In the following, we
will show how applying intersectionality as an analytic
approach can lead to a more profound understanding of
an ethical conflict within CEC.

Considering intersectionality as an analytic approach
lends itself well to the clinical context because structural
factors and discriminatory practices may play an impor-
tant role in shaping ethical conflicts in clinical practice.
Milliken and colleagues highlight that patients who
decline treatment options are often perceived as “diffi-
cult” by the treatment team [48]. Yet, such negative char-
acterizations of a patient may undermine the therapeutic

® For argumentative reasons, we adopted this description from the original
publication.
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process of finding realistic treatment options in line with
the user’s preferences. Milliken and colleagues invite
us to consider the underlying social and biographical
aspects that may influence a person’s treatment prefer-
ences. An intersectional CEC should thus go beyond a
mere discussion of an ethical conflict and take a step back
to consider why an ethical conflict arose and how it is
presented, considering structural factors.

When we think about the introduced case example, it
is noteworthy that we do not learn much about the social
and biographical factors of M. O., which are usually of
high importance within mental healthcare. The way M.
O. is presented to the clinical ethics consultants — the
description of her body rather than her personal history
and her own perspective on the situation — invites us to
consider if structural processes of Othering or implicit
biases may be involved in the conflict between M. O. and
the team.® Racially minoritized users, especially in the
context of Anti-Muslim Racism in Germany, report Oth-
ering as one barrier to good care [57]. Research indicates
that implicit biases about racialized users may influence
the assessment of a person’s dangerousness, leading to
the possible over-estimation of risk, especially in situa-
tions of high stress [44]. Such biases are enhanced when
a person is not perceived as an individual with their per-
sonal history but rather as part of a social group. The
description of M. O. suggests she might be constructed
as a threat rather than a person in a mental health crisis
needing care and attention.

During the CEC, the clinical ethics consultant should
try to raise awareness about the role of structural rac-
ism in decisions about coercion. Experiencing rac-
ism in the healthcare system is known to reduce trust
in the system [57]. Additionally, racially minoritized
users may distrust psychiatric institutions due to its
history of institutional racism and violence [58]. Yet,
institutional trust appears important in deescalating
the situation of repetitive coercion. The clinical ethics
consultant may stipulate that racism may play a role
in the conflict with M. O. and try to find out which,
if any, anti-discriminatory actions have already been
applied, e.g., measures of trust building, or creating a
space to discuss experiences of discrimination that M.
O. might have made within or outside the hospital. This
may allow the clinical ethics consultant and the team to
better understand the nature of the conflict and M. O’s
perspective on it. Considering these structural factors
in the CEC may enhance the mutual understanding of

6 Othering describes social and discursive processes through which people
are differentiated in in-group and out-group members. Out-group members
are often constructed as inherently different and often inferior. The idea of
Othering goes back to postcolonial theory, e.g., Said [56].
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Table 1 Intersectional fact collection

Suggestion | - Intersectional fact collection

The collection of relevant clinical, social and legal facts is part of every CEC. Vo and Campelia [54] suggest noting how structural factors may play
a role in each of these categories of facts to facilitate awareness of the pertinence of structural discrimination. Clinical ethics consultants may, as part
of the standard procedure, ask questions such as

1.What role does the user’s social identity play?

2.Which power structures and systems of oppression are involved?

3. (How) may the conflict be related to structural discrimination?
If possible, these questions may be considered together with the user, for example, with tools such as the Structural Vulnerability Assessment Tool, a tool
recommended by MacDuffie and colleagues [59]. This assessment tool includes questions to assess the user’s financial security, residence, risk environ-
ments, food access, social network, legal status, education and previous experiences of discrimination. Another tool which allows to gather aspects
of intersectional discrimination is the Intersectional Discrimination Index [60].

Table 2 Structural competency

Suggestion Il - Structural competency

Clinical ethics consultants need structural competencies to facilitate a structural understanding within CEC via counter-storytelling. Metzl and Hansen
[62] have developed a training for medical education called Structural Competency Training, which aims at promoting awareness about how individual
level health outcomes, decisions and interactions result from structural level processes. It involves five core competencies, including 1) recogniz-

ing the structures that shape clinical interactions; 2) developing extra-medical conceptual tools to understand social structures; 3) replacing cultural
framings of difference with structural frameworks; 4) observing and imagining structural interventions; and 5) developing structural humility, i.e,, aware-
ness about the limits of one’s own understanding and knowledge. The training has been adapted for mental healthcare [63] and clinical case descrip-
tions [64]. In line with this, we strongly encourage an adaptation for clinical ethics training and advise clinical ethics consultants to engage with existing

approaches in the meantime. Furthermore, completion of such training may be promoted by certifying structurally trained consultants.

Table 3 Broadening ethical frameworks

Suggestion lll - Broadening ethical frameworks

On a theoretical level, clinical ethics will benefit from broadening ethical frameworks. In this vein, a 2019 special issue in the American Journal of Bio-
ethics on intersectionality [69] and a 2022 special issue in Bioethics on racism [70] are promising. Moreover, new approaches in clinical ethics, such

as the transformative justice approach by Campelia and colleagues [49], illustrate new developments which are sensitive to underlying power struc-
tures. In terms of the four principles, it has been argued that intersectionality may be included in the principle of justice [67] or added as a fifth principle

[71]. We encourage clinical ethics consultants to follow these debates.

the parties involved and open the perspective to further
options. One way of initiating this process is the collec-
tion of intersectional facts (Table 1).

Using the information from the intersectional fact col-
lection, clinical ethics consultants may encourage so-
called “counter-storytelling, a method emerging from
narrative ethics and critical race theory [61]. Counter-
storytelling refers to practices in which minoritized
communities highlight their own experiences, stories or
narratives that differ from the mainstream. In CEC, coun-
ter-storytelling allows the framing of an ethical conflict
from the perspective of the user and/or relatives, while
attending to social power structures. Intersectionality,
due to its attentiveness to power relations within social
and institutional practices, provides a helpful frame for
building such counter-stories. To illustrate, in our exam-
ple, a clinical ethics consultant could have suggested the
counter-story of M. O’s behavior as, for instance, a reac-
tion to feelings of isolation and invalidation that are often
described by users affected by discriminatory practices in
mental healthcare [11]. Clinical ethics consultants may

benefit from structural competency trainings to be able
to engage in counter-storytelling (Table 2).
Intersectionality not only provides a useful framework
for understanding how the ethical conflict is shaped
by social structures but also informs the ethical analy-
sis itself. Discussing the decision conflict within a CEC
is realized by choosing a fitting ethical framework and
applying it to the ethical problem at hand. Different
authors have argued that there is a conceptual White bias
within medical ethics, including a strong focus on the
four principles proposed by Beauchamp and Childress
[34, 49, 65, 66]. It has been argued that these principles
are not (yet) sensitive enough to account for discrimi-
natory practices when analyzing ethical conflicts [67].
Furthermore, participants in CEC may hold ethical con-
victions and moral values that are not well captured by
the four principles, for example, Confucian virtues,
Indigenous values [49] or Islamic ethics [68]. Accord-
ingly, braodening the ethical frameworks applied within
CEC would be beneficial (Table 3). If a theoretical back-
ground is adopted by clinical ethics consultants without
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Table 4 Diversifying clinical ethics committees
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Suggestion IV - Diversifying clinical ethics committees

On an organizational level, the diversity of the members of a clinical ethics committee may enhance the epistemic competency of the committee

as different social positions come with different epistemic standpoints, conceptual know-how and experiential knowledge [5, 54, 72]. Magelssen

and colleagues [73] suggest that ethics committees should include representatives from patient organizations or other types of counselling or self-help
institutions, and argue that the inclusion of people who are not directly employed by the hospital may counter (implicit) biases towards the hospital’s
interests. A careful composition of clinical ethics committees may thus allow for the identification and correction of biases.

explicit reflection, this may contribute to marginalizing
users’ — or other participants’ — normative values [54, 65].
Accordingly, clinical ethics consultants ought to make the
choice of the ethical framework used in the CEC explicit
and make sure it is acceptable to all the participants and
individuals concerned. If clinical ethics consultants are
unfamiliar with the users’ preferred ethical framework
or values, epistemic humility, the awareness of their own
limits of knowledge, is important. In our case example,
the clinical ethics consultant should try to find out which
values are important to M. O. and suggest a fitting ethical
framework depending on M. O’s preferences.
Intersectionality encourages diversity in knowledge
practices. It assumes that all people bring their own epis-
temic perspective, related to their social position, within
complex social structures of privilege and oppression.
This position shapes a person’s conditions of forming
knowledge [9]. Especially if clinical ethics committees
are very homogeneous regarding their members’ social
positioning, e.g., in terms of race, gender, sexual orienta-
tion, age, ability, religion, cultural background or socio-
economic status, they may take some values for granted
and be oblivious to how implicit value judgements shape
the discussion. Problematically, implicit reliance on social
values and background assumptions entails the risk of
privileging some values at the expense of others. This risk
may be reduced by diversifying clinical ethics commit-
tees (Table 4). Campelia and colleagues [49] invite clini-
cal ethics consultants to critically reflect whether, and if
so, why, certain values are privileged or suppressed. The
reflection of one’s own position as well as questions of
representation and diversity within clinical ethics com-
mittees are therefore highly important for intersectional
CEC to address biases. In the presented case, it is impor-
tant that the clinical ethics consultants are aware of their
own stereotypical assumptions, e.g., based on gender,
age, religion and race, given that M. O. is perceived as
a young racially minoritized Muslim woman. If possi-
ble, the CEC should include the perspective of a racially
minoritized woman and, only if the Muslim religion is
relevant to M. O., someone with expertise in this field.

Intersectionality as a critical practice
Intersectionality can inform CEC and institutional prac-
tices not only by enhancing the understanding and

analysis of an ethical problem but also by improving
practices within CEC. It allows one to acknowledge the
broader institutional and societal contexts in which clini-
cal encounters occur [74] and act accordingly in pursuit
of social justice [9]. As Hill Collins [9] stresses, intersec-
tionality is done by various professions and we assume
— as argued above — should be done by clinical ethics
consultants. This encompasses three realms: 1) address-
ing power structures within the CEC, 2) addressing
power structures within the hospital as an institution and
3) working towards social justice beyond the clinical set-
ting. The focus of this article is on the first of these three
aspects, but we will also mention the institutional struc-
tures necessary for anti-discrimination within CEC.

Understood as a critical practice, intersectional CEC
aims to enhance the voice of users and make sure the
space remains safe(r) for them and their representa-
tives. To ensure that the user’s perspective is adequately
represented and taken up within the CEC, clinical ethics
consultants may have additional meetings with the user
and representatives before and after the CEC. These may
serve to warrant clinical ethics consultants understand
the user’s perspective, and to identify and ideally address
barriers to participation. Offering M. O. or someone sup-
porting or representing her a meeting prior to the CEC
may help to better understand her position, both in the
hospital and in her everyday live.

During CEC, clinical ethics consultants are in a good
position to make sure that all perspectives are equally
heard, and to mediate between different perspectives
and parties with special attention to power imbalances
[3, 65, 75]. This may be achieved by introducing anti-dis-
crimination moderation rules (Table 5). In order to open
space to discuss the influence of racism in clinical prac-
tices, clinical ethics consultants should further use their
moderation skills to unpack biases sometimes hidden in
euphemisms and clinical technical terms, which should
be omitted altogether to ensure that all participants can
follow [76]. Moreover, clinical ethics consultants should
make sure complaints about structural discrimination
and racism are given appropriate uptake, and experiences
are not questioned, trivialized or invalidated [59]. This
involves identifying stereotypical assumptions, biases
and microaggressions [77], i.e., short communicative
interactions that convey a derogatory meaning and target
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Suggestion V — Moderation rules

To enable all participants to participate equally in the CEC, clinical ethics consultants should pay special attention to meet the language needs of all
participants, for example, ask everyone to speak loudly or slowly, use simple language, refrain from overreliance on medical terms or include a transla-
tor if necessary. Clinical ethics consultants should ensure that portions of speech are equal and use their moderation skills to interrupt if someone
takes up a lot of space (or time) or ask others whether they want to share more of their perspective. In this regard, the American Society for Bioethics
and Humanities endorses ethics consultants to,[u]se [their] own reflection to ensure that perspectives have been heard in proportion to the stake each
voice has in the outcome of the discussion” [75]. Finally, clinical ethics consultants should clarify that discriminatory behavior will not be tolerated and
will be reprimanded, if necessary, and that they will actively try to correct implicit biases and stereotypes.

members of marginalized social groups, during CEC.”
Beyond the epistemic costs of such practices (related to
silencing and smothering as explained above), they fun-
damentally harm users in forms of emotional harms and
in harms to one’s sense of self [77]. If instances of racism
are dismissed in the CEC with M.O,, the ethics consult-
ant should emphasize the importance of recognizing that
racism is prevalent in the clinical setting. They should
highlight that individuals who are not directly impacted
by racism may find it challenging to identify such experi-
ences, and therefore, any complaints about racism should
be treated seriously [59].

Importantly, difficult situations can come up due to
White fragility, i.e., negative feelings and reactions that
arise out of “discomfort, defensiveness, or lack of famili-
arity with talking about race” [59]. Thus, clinical ethics
consultants need sufficient literacy and awareness around
racial issues to identify White fragility. Clinical ethics
consultants need to be able to de-escalate such complex
situations to protect the complainant. In cases of com-
municative breakdowns caused by power imbalances,
lack of understanding or explicit discrimination, clinical
ethics consultants need to enhance trust between the dif-
ferent parties by using their skills in “conflict resolution,
mediation, negotiation” [3].

Problematically, clinical ethics consultants positioned
in privileged social positions may lack skills to facilitate
complex conversations with marginalized users [54].
They may, for instance, lack sufficient literacy for racial
issues and epistemic sensitivity to recognize microag-
gressions [77]. Ethics consultants may thus benefit from
further trainings, such as the Structural Competency
Training (Table 2), or implicit bias trainings [79]. In the
context of racism, Experiential Race Testimonies [80]
competency trainings aiming at deconstructing White-
ness [81] are suggested.

7 Microaggressions are termed “micro” because they occur on the interper-
sonal level or “microlevel” They can be very subtle and are often overlooked
by individuals who are not concerned. However, their effect is significant to
the people affected [78].

Attending to power imbalances and practices of silenc-
ing or oppression within CEC may involve a critical
reflection of the self-understanding and role of clinical
ethics consultants. MacDuffie and colleagues argue that
clinical ethics consultants should be neither neutral facil-
itators, nor take a soft advisory role, but should under-
stand their role as advocates of users with marginalized
social identities to balance power asymmetries [59]. In
the context of discriminatory practices, a model in which
the clinical ethics consultant takes responsibility for the
outcome seems beneficial to prevent recommendations
that further marginalize the user. This may be achieved
within an ethics facilitation model, in which the clinical
ethics consultant makes sure the recommendations are
within the boundaries of anti-discrimination.

Beyond renegotiating the role of clinical ethics consult-
ants, DiChristina [72] suggests understanding clinical
ethics committees as Structural Justice Ethics commit-
tees that have the explicit function to advocate for social
justice by ensuring the best clinical care for structur-
ally marginalized communities within the hospital.
Tasks may involve the gathering of data on discrimina-
tory practices within the institution and preparing rec-
ommendations and guidelines for anti-discrimination
organizational measures. This may also involve critically
assessing whether the structures available to initiate a
CEC and complain about discriminatory practices and
health inequity concerns [59] are transparent to users.
As most requests for CEC come from clinicians [22, 24,
28], informing users about the possibility of ethics sup-
port may enhance their agency in the clinical setting.
Cooperation with the communities concerned, for exam-
ple, through listening sessions (Table 6) and with existing
bodies within the institution, such as Equal Opportuni-
ties Officers or staff offices that already collect such data,
appear helpful for these organizational tasks.®

It is important to note that the institutional struc-
tures in which clinical ethics consultants’ work must

8 MacDuffie and colleagues describe the successful cooperation of the eth-
ics committee with the hospital’s Center for Diversity and Health Equity
[59].
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Suggestion VI — Listening and learning sessions

In order to improve advocacy for marginalized communities, clinical ethics committees may get involved with members of marginalized social groups
through “listening and learning sessions,"an idea also advanced by DiChristina [72]. In such sessions, clinical ethics consultants can learn about the con-
crete healthcare needs and barriers of specific communities, for example, trans* and gender nonconforming communities or communities of color.
When organizing such meetings, the emotional burden and risk of re-traumatization when sharing difficult experiences need to be considered

and mitigated through careful organization.

be supportive for anti-discrimination within CEC to be
possible. In a rapid evidence synthesis on research, pol-
icy recommendations, and examples from healthcare
practice relevant to develop anti-racist healthcare prac-
tices, Jieman and colleagues stress the role of leadership
to develop structures in which anti-racism is possible
[82]. This is also relevant for clinical ethics consultants
who rely on the support of the institutional leaders to
be able to use their role-specific resources and possibili-
ties to address discriminatory practices. To give just one
example, clinical ethics consultants often can only con-
tribute to institutional guidelines or clinical decisions if
they are invited to do so. Thus, their work depends on the
goodwill and acceptance of clinical and executive deci-
sion-makers. This creates a relationship of dependency
which may limit their ability to challenge discriminatory
practices [65]. These factors may, in turn, lead to clini-
cal ethics consultants being reluctant to speak up against
discriminatory practices if that would subvert existing
power hierarchies [54], or they may fear retaliation by
colleagues if they openly discuss racism [59]. In such con-
stellations, expected “professional courtesy” may impede
the criticism needed and clinical ethics consultants may
reinforce, instead of challenge, existing power structures
[65]. Thus, institutions and leadership need to claim their
commitment to anti-discrimination and implement anti-
discrimination measures to support conditions in which
clinical ethics consultants can provide anti-discrimina-
tion within CEC. This may include employment strate-
gies aiming at diversity and inclusion, staff training and
education, reevaluating institutional practices and poli-
cies from an anti-discrimination perspective, putting in
place structures to document and survey discrimination
complaints, funding anti-discrimination, and establish-
ing anti-discrimination as part of the institutional culture
(82, 83].

Concluding remarks

We have argued that structural discrimination has impor-
tant effects on clinical practices that need to be taken seri-
ously by clinical ethics consultants within their practice.
As we have shown, intersectionality offers helpful insights
into how CEC may support anti-discrimination. As an ana-
lytic approach, it offers a more nuanced understanding and
analysis of ethical conflicts. As a critical practice, it allows

one to address processes of marginalization within CEC.
Given the dearth of empirical research on the applicability,
acceptability and outcome of intersectional anti-discrim-
ination within CEC, further research on conceptual ques-
tions as well as experiences with practice models is needed.
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