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Abstract: 
Ethical dilemmas about care arise when the persons involved in care 
decisions have conflicting values. Evidence-based practice clarifies 
the nature of some ethical concerns about care because it sets three 
explicit values for clinical decision-making:  effectiveness of care, 
efficiency of care, and incorporation of patient values. Defining 
effectiveness involves establishing relative values for outcomes 
and determining whose values must be considered. Defining 
efficiency involves establishing relative values for resources used and 
determining whose resources must be included.  Incorporation of 
patient values involves balancing those values against the values of 
other members of society or the strength of the evidence supporting 
a clinical recommendation.  An evidence-based practice perspective 
that focuses on identifying conflicting values about outcomes, 
resources, and patient input into decision-making may be helpful in 
defining, discussing and resolving ethical care dilemmas.   
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Ethical dilemmas about care arise when the 
persons involved in care decisions have conflicting 
values.  Patients, health care providers and society in 
general all have an interest in health care decisions and 
may not share the same values.  The values and abilities 
of the care provider must be balanced with the values and 
needs of the patient.  When care decisions are made, the 
values about the possible outcomes – both desired and 
undesired -- for the patient and others must be weighed.  
Because health care resources have limits, the values and 
needs of an individual patient may have to be reconciled 
with the values and needs of others in the community.  
Value conflicts, moreover, may exist within groups of 
patients, providers and community members as well 
as between these groups.  In all these circumstances, 
conflicts of personal, provider and societal values must 
be identified and resolved to determine what should be 
done.   

Evidence-based practice brings some of the 
value conflicts about care into sharper focus because 
of the standards set for clinical decision-making.  
First, care should be effective.  Second, care should be 
efficient. Third, care decisions should incorporate the 
patient’s values.  The use of “should” language alerts us 

that these standards are actually explicit provider values 
incorporated into the evidence-based practice paradigm.  
Evidence, which is objective and observable, is brought to 
bear to achieve goals that are valued subjectively.

 
Effectiveness
 Effective care is care that achieves desirable 
health outcomes.  While evidence can tell us to what 
extent any diagnostic test or therapy achieves a specified 
outcome, the desirability of that outcome is value-laden.  
Patients, providers and society would generally agree that 
preserving life is a desirable outcome of health care, but 
what if that preservation comes at the cost of continuing 
severe pain?  Such questions suggest that we implicitly 
recognize varying levels of desirability, with some 
outcomes being more valued than others.

Whenever outcomes are being ranked in terms 
of desirability or value, value conflicts may arise.  Is length 
of life more valuable than quality of life?  Is regaining 
function more valuable than relieving pain?  Are outcomes 
for some classes of patients, for example healthy newborns, 
more valuable than outcomes for others, for example 
chronically ill elders?  Who should make decisions about 
the relative value of outcomes?  Patients? Health care 
providers?  Family members? Society in general? 
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In the United States, the state of Oregon proposed 
an unusual approach to health care insurance coverage 1.  
Faced with a large number of persons who could not afford 
health care insurance and a limited budget for funding 
government-supported coverage, Oregon policy makers 
decided to provide care funding on the basis of procedures, 
not people.  The intent was to provide coverage for all 
persons in need, not just the poorest, but to limit coverage 
for everyone to treatments which were most effective.  
To accomplish this goal, the Oregon Health Services 
Commission established a prioritized list of diagnosis and 
treatment pairs and ranked those pairs according to their 
effectiveness.  State lawmakers then determined where a 
line would be drawn in the rankings, separating therapies 
that would receive insurance reimbursement (above the 
line) from those that were considered not valuable enough 
to pay for (below the line).

The Oregon Health Plan was never fully 
implemented 2, but the priority list offers an example of 
one set of explicit societal values for effectiveness.  Table 1 
presents the Oregon Health Plan rankings for seventeen 
general service categories 3.  The rankings combine values 
about the outcomes of treatment (full recovery from an 
acute, potentially fatal illness is valued over return to 
previous health status from an acute, non-fatal illness) 
with values about the recipients of treatment (preventive 
care for children is valued over preventive care for adults).  

Individual patients and providers may or may 
not agree with the societal values embodied in the Oregon 
Health Plan rating scheme, but the choices illustrate 
the dimensions of the moral complexity of defining 
outcomes for effectiveness.  Should outcomes for the 
person with the most immediate need for care be valued 
more or less than outcomes for the person who is likely to 

Table 1  Rankings of seventeen service categories under the Oregon Health Plan

Rank Category Outcome

Essential Services

1 Acute fatal Treatment prevents death, with full recovery

2 Maternity care Maternity and most newborn care

3 Acute fatal Treatment prevents death, without full recovery

4 Preventive care for children Example: immunizations

5 Chronic fatal Treatment improves lifespan and quality of life

6 Reproductive services Example:  contraceptive management

7 Comfort care Palliative therapy for conditions in which death is imminent
8 Preventive dental care Example:  cleaning and fluoride applications

9 Proven effective preventive care for adults Example:  mammograms

Very important services

10 Acute nonfatal Treatment causes return to previous health status

11 Chronic nonfatal One-time treatment improves quality of life

12 Acute nonfatal Treatment without return to previous health status

13 Chronic nonfatal Repetitive treatment improves quality of life

Services valuable to certain individuals

14 Acute nonfatal Treatment expedites recovery from self-limiting condition

15 Infertility services Example: in-vitro fertilization

16 Less effective preventive care for adults Example: screening of nonpregnant adults for diabetes

17 Fatal or nonfatal Treatment causes minimal improvement in quality of life

Source:  United States Office of Technology Assessment 3.
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achieve the greatest health gains as a result of care?  How 
should outcomes for acute, chronic and potential health 
threats be ranked in value?  Is care to achieve temporary 
outcomes only valued when permanent outcomes 
cannot be achieved?  How consistently must care achieve 
a desired outcome to be valued as “effective”?   As we 
discuss these issues, values conflicts between and among 
patients, providers and society are likely to emerge.

Efficiency
Efficient care is care that makes the best 

possible use of resources to achieve desirable outcomes.  
The implicit societal definition for “best” in this context 
means using the fewest resources possible to achieve an 
acceptable level of outcome.  Ethical debates about the 
value of health and life are not unique to evidence-based 
practice.  Whenever a society decides that access to health 
care should not be completely limited by the individual’s 
ability to pay for that care, value conflicts are likely to 
arise:  How much of my money is your health worth?  
How much of your money is my health worth?  Who 
needs to benefit from the desired health outcomes to 
justify expenditure of shared resources?  These are ethical 
questions that often inform political decision-making.

The explicit evidence-based practice standard 
of efficiency, however, leads to a consideration of what 
resources and whose resources will be included in 
evaluating this goal.  While patients, providers and 
society would generally agree that money paid directly 
for care – from whatever source – should be part of the 
measurement of efficiency, what other costs should be 
included?  

In a series of randomized clinical trials, Brooten 
and associates4 have demonstrated that a model of 
transitional care managed by advanced practice nurses 
safely reduces length of hospital stay and overall medical 
costs for selected high risk patient groups.  The groups 
studied included women with high-risk pregnancies, 
low birth weight infants, and elders with cardiac disease 
or other common health problems.  The hospital and 
physician charges for inpatient care were considered as 
evidence for the cost-effectiveness (efficiency) of this 
model, as were medical insurance payments for services 
following hospital discharge.  Costs of family caregiving 
following discharge were not considered.  We cannot 
determine, therefore, whether any of the savings claimed 
for this model are really only shifts from use of health care 
system resources to use of family resources when patients 

are discharged early or managed at home.  Suppose, for 
example, that a woman had to take unpaid leave from 
her job to provide care for a frail elderly relative, who 
is discharged home earlier under the transitional care 
model.    Considering the loss of family income, there is 
apt to be a value conflict between this patient’s family and 
providers about the efficiency of this model. 

The nature of evidence introduces an 
additional dimension into considerations of efficiency 
for disease screening programs, like mammography for 
early detection of breast cancer.  Evidence represents 
generalized experience; that is, it tells us what the likely 
benefits and costs of any intervention will be across a 
group of individuals.  Evidence cannot, however, allow 
us to identify with complete certainty which specific 
individuals will reap the benefits and which ones will 
bear the costs.   Thus, societal and provider values about 
resource use in general may be in conflict with those of 
individual patients.

The recent change in recommendations of the 
United States Preventive Services Task Force (USPTF) 
about screening mammography for women in their 
forties illustrates this dilemma 5.  In essence, the task 
force concluded, following review of current evidence, 
that routine annual mammography was effective, but 
not efficient, for early detection of breast cancer among 
women in this age group.  This recommendation is 
consistent with societal and provider values about what 
counts as efficient use of common resources for other 
health screening activities.  Most of us, however, know 
at least one woman whose breast cancer was successfully 
treated because it was detected by screening mammogram 
done when she was in her forties.  For what values does 
a care provider, making recommendations to a patient in 
situations like these, advocate?  Those of society?  Those 
of the individual patient?

Incorporating patient values
There are many stakeholders in defining health 

care effectiveness and efficiency.  The Oregon prioritized 
list was developed on the basis of health policy research 
and public input 1.  The USPTF is funded by an agency of 
the United States federal government, but the members 
are primary care physicians and nurses who are not 
government employees. “Partners” of the task force 
include organizations representing health insurance 
plans and health care professionals 6. Brooten’s research 
on transitional care models was funded by grants from 
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another United States federal government agency4. 
Broadly, these stakeholders represent provider and 
societal values with particular input from those who 
collect and allocate resources for health care.

Any guidance for clinical decision-making, 
whether explicitly evidence-based or not, embodies 
implicit or explicit provider and societal values about 
the goals and means of providing appropriate care.  For 
evidence-based practice guidelines, the values are clear:  
effectiveness and efficiency.   Ideally, an evidence-based 
practice guideline will clearly identify the goals of care and 
the persons consulted in establishing those goals.  Were 
the goals identified by knowledgeable care providers?  
Were patients and families consulted?  Similarly, the 
resources considered in determining efficiency should be 
identified.  Before care recommendations developed in 
one setting can be implemented in a different setting, it is 
important to consider whether the personal, provider and 
societal values for outcomes and resource use in the new 
setting are consistent with those in the original setting.  
If not, analysis of the evidence may lead to different 
conclusions about the way care should be provided.

Evidence-based practice includes an explicit 
value that the patient’s values should be incorporated into 
clinical decision-making.  The extent to which patient 
values should influence the final decision, however, may 
be a source of patient, provider or societal values conflict.  
Many evidence-based practice guidelines include rating 
schemes for the strength of the recommendations, 
based on the strength of the evidence and the amount 
of expected benefit to patients.  When evidence about 
a service is rigorous and consistent and the benefit is 
large and very likely, care providers are encouraged to 
offer or provide the service routinely.  Routine provision 
means that providers do not actively solicit discussion of 
individual patient values.  In essence, a provider value 
about the importance of the evidence conflicts with and 
overrules the provider value about incorporating the 
patient’s values.

When the evidence is less rigorous and 
consistent and the net benefit small, the patient’s values 
about specific harms and benefits may be the deciding 
factor in the decision.  Care providers are then expected 
to initiate a discussion with the patient to determine what 
those values are.  The strength of recommendation for 
the current USPTF guideline for women in their forties 
about screening mammography falls into this “discuss” 
category 5.  

The provider and societal value to incorporate 
patients’ values in clinical decision-making implies a 
further ethical obligation, that of informed consent.  
What evidence does a patient need to have, in order to 
make an informed decision about his/her care?  Evidence 
about efficiency?  Evidence about effectiveness, only?  
Patients tend to interpret infrequent outcomes as more 
likely when they are presented in terms of relative risk 
(risk ratio) rather than absolute risk (number needed 
to treat NNT) 7, so even completely accurate evidence 
can be delivered in ways that may influence patients’ 
value judgments.  The effect of combined (estrogen and 
progestin) hormone therapy in preventing hip fractures 
for postmenopausal women in the large Women’s Health 
Initiative clinical trial offers an example 8.  Women who 
received combined hormone therapy reduced their risk 
of hip fracture during the five year follow-up period by 
33%, compared to women who did not.  It is equally 
accurate to report that 200 women needed to take 
combined hormone therapy to prevent one hip fracture 
in that period.  Which presentation of the evidence is 
more likely to influence a menopausal woman to seek 
combined hormone therapy?  Is the care provider ever 
justified in biasing the presentation of evidence on the 
basis of his/her own personal values?  On the basis of 
provider or societal values?  If so, does it matter whether 
the conflicting values are related to efficiency, rather than 
effectiveness?

Ethical dilemmas are resolved by reference to 
ethical standards, identification and consideration of the 
conflicting values of all those with interests at stake, and 
application of some decision rule.  Common decision 
rules are “do no harm” and “greatest good for the greatest 
number”.    Empirical evidence is unlikely ever to resolve 
an ethical dilemma.  The stated values of evidence-based 
practice, however, form a useful framework for defining 
and discussing the nature of value conflicts about care.  
When we have identified differences of opinion about 
the goals of care, the valuing of resources for care and 
the inclusion of patients’ values into decision making, we 
have made significant progress toward understanding the 
viewpoints of all the stakeholders in a ethical dilemma.    
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