
rganizational ethics guides institutional decisions to align them with organizational 
values and is a fundamental component of institutional integrity. Although these 
principles dovetail closely with those in compliance, legal, human resources and 

other areas, it is its own distinct area of work. However, since organizational ethics is still an 
emerging field, it is often unclear what it actually entails, especially in health care.

O
To help shed light on the day-to-day work 

related to organizational ethics, in early 2022, we 
launched a national online survey of ethicists that 
attempted to describe the practice, scope and con-
text of organizational ethics in health care.1 Of the 
93 survey respondents, one third of them worked 
in Catholic health care.2

As explained in the survey, organizational eth-
ics is an organization’s efforts to “define its core 
values and mission, identify areas in which impor-
tant values come into conflict, seek the best pos-
sible resolution of these conflicts and manage its 
own performance to ensure that it acts in accord 
with espoused values.”3 Upholding these stan-
dards is the responsibility of everyone in the orga-
nization, especially leaders, as their actions more 
directly influence the institution’s decisions and 
practices. Through greater understanding of the 
importance of the role of organizational ethics, 
Catholic health care leaders can help further the 
ministry’s commitment to its mission and values.

SURVEY RESULTS
Of the survey’s 14 questions, those most signifi-
cant for Catholic health care leaders focused on 
the structure of organizational ethics in the sys-
tem, areas of organizational ethics that respon-
dents most frequently encountered, the definition 

of organizational ethics and respondents’ views 
on barriers to its success.

Structure of organizational ethics work in 
the ministry: The three most common structures 
reported by ethicists in Catholic health care are 
including organizational ethics as part of over-
arching institutional ethics programs (18, 58%), 
employing an organizational ethicist (9, 29%) 
and including organizational ethics work in the 
responsibilities of a clinical ethics committee 
(8, 26%). (See Figure 1 on page 29.) The “Other” 
responses mainly described mission integration 
work and discernment as the main structure for 
organizational ethics. The data from non-Catho-
lic health care was similar, except that the second 
highest response was that organizational ethics is 
not done in the respondent’s institution (20, 32%).

Areas of organizational ethics work most 
frequently encountered: The three most often 
encountered domains of organizational ethics 
work in Catholic health care are creating ethics-
related policies, organizational ethics consulta-
tion regarding a particular concern, and access to 
care for uninsured or other vulnerable patients. 
Again, responses from ethicists in non-Catholic 
systems were similar, except the domain of review-
ing workplace ethics was tied with organizational 
ethics consultation to round out the top three (see 
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Figure 1: Structure of Organizational Ethics Activities at Catholic vs. Non-Catholic Institutions
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Figure 2 on page 30).
Definition of organizational ethics: We asked 

respondents if their organization’s definition of 
organizational ethics was different from the one 
used in the survey. Of those from Catholic health 
care systems, the most common answers include 
12 who said their definition aligns with the one in 
the survey, six who responded that their institu-
tion had no definition of organizational ethics and 
five who said that their definition was different. 
Just four respondents reported no formal defini-
tion at their system.

Barriers to success of organizational ethics: 
The three most commonly reported obstacles to 
successful organizational ethics work in Catholic 
health care are lack of systemwide understanding 
of the role and function of organizational ethics, 
leadership’s lack of recognition of the need for 
organizational ethics expertise, and a tie between 
the inability to join meetings in which relevant 
decisions are made and leadership’s lack of rec-
ognition of the importance of an organizational 
ethics program. Ethicists at non-Catholic facili-
ties had similar responses for two of these barri-
ers, and tied for the second most common barrier 
was the adequacy of funding for organizational 

ethics expertise (see Figure 3 on page 31). Other 
barriers reported by ethicists at Catholic facili-
ties include scarcity of ethics resources, lack of 
time to meet the demand for organizational ethics 
work, referral of organizational ethics concerns 
late in the process (often due to the speed at which 
decisions are made) and lack of clarity about what 
organizational ethics is.

KEY FINDINGS
This national survey of organizational ethicists 
identifies several points of interest to leaders in 
Catholic health care. First, organizational ethics 
appears to be more commonly acknowledged 
as an area of practice in Catholic health sys-
tems. Only one ethicist (3%) at a Catholic facility 
reported they do not perform organizational eth-
ics work, compared to 20 (32%) in non-Catholic 
hospitals. We suspect this may be due to the his-
torical prominence of ethicists and mission lead-
ers at the highest levels of Catholic health minis-
tries since mission integration began in the 1970s, 
in addition to the presence of ethicists even ear-
lier.4 The role of a mission leader as an executive 
team member is in part to work with leaders to 
ground their decisions and actions in the mission 



and values of the ministry.5

Second, the survey results show that Catho-
lic health systems are twice as likely to include 
organizational ethics within a larger ethics pro-
gram than as part of a clinical ethics commit-
tee. This could be due to the historical focus on 
organizational ethics in Catholic health care, as 
the ministry has long used a discernment process 
to make operational decisions. Several sections 
of the Ethical and Religious Directives for Catho-
lic Health Care Services (ERDs), especially Part 
One and Part Six, focus on organizational ethics, 
even if they do not use the term.6 On the one hand, 
such an approach that moves fluidly between 
clinical and organizational ethics may blur the 
lines between the two fields or lead to synergis-
tic collaborations. However, this would appear to 
explain why the results show that organizational 
ethics committees are comparatively rare in Cath-
olic settings. This cohesive view of clinical and 
organizational ethics among Catholic ethicists 
could result in less focus on resources specific to 
organizational ethics.

Third, Catholic ethicists were more likely 
than their non-Catholic counterparts to agree 
on which activities comprise organizational eth-
ics work. Most Catholic ethicists agreed that 
they frequently encountered nearly half of the 14 
assessed areas of organizational ethics, compared 
to just one domain experienced by non-Catholic 
ethicists. Still, these results show that the field of 
organizational ethics has much work ahead to fur-
ther define its scope. One respondent even stated, 
“I believe that the ambiguity of the term ‘organi-
zational ethics’ itself is the largest obstacle,” when 
speaking to the success of this work.

Fourth, regarding barriers to success, Catho-
lic respondents did not cite adequacy of funding 
nearly as highly as non-Catholics, and few respon-
dents of any affiliation said that availability of 
expertise was an obstacle. Yet, as mentioned ear-
lier, most Catholic respondents described a lack 
of organizationwide understanding of organiza-
tional ethics as a barrier to success. They noted 
leadership’s lack of recognition of its need and 
importance as other common hurdles. We inter-

Figure 2: Domains of Organizational Ethics Activities  
Reported Frequently Encountered
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pret this to mean the resources and expertise for 
organizational ethics are available in the Catho-
lic ministries that responded, but leaders are 
unaware of when or how they can be helpful. The 
barriers reported in non-Catholic health care are 
markedly similar.

ENHANCING ORGANIZATIONAL ETHICS
Given this data, we offer four insights for leaders 
in Catholic health care:

1. Ethicists and leaders in Catholic health care 
should work together to increase familiarity 
and comfort around recognizing and request-
ing help with organizational ethics issues. 
This could be as simple as education on how 
and when an ethicist or organizational ethics 
committee could help leaders. Most impor-
tantly, they need to embed organizational eth-
ics questions, expertise and resources into the 
decision-making process. If this is standardized 
in the process, then a lack of awareness should 
not be a concern. Such changes could also help 
avoid raising organizational ethics issues or 
seeking expert advice too late in the process. 
For example, if a new marketing campaign is 

ready for release, it is likely too late to consider 
ethics or mission input or concerns.

2. Leaders should seek advice on ethical issues 
more frequently. Ethicists appear to see many 
organizational ethics issues that go unad-
dressed. This would likely explain why the top 
two reported barriers to success in organiza-
tional ethics are a lack of understanding of its 
role and the need for this expertise. Leaders 
should not hesitate to reach out early to their 
ethicist (or, in some cases, mission leader), even 
when unsure if or how an ethicist could help. 
As one respondent said, “The driven nature of 
health care moves teams well down a decision 
path before they realized they could have ben-
efitted from pausing for a mission/organiza-
tional ethics discernment.”

3. We need more scholarly publications cen-
tered on the work of organizational eth-
ics, including in Catholic health care. While 
we might expect some structural variation in 
organizational ethics activities due to a sys-
tem’s unique needs, the substantial diversity 
we found may be due to a lack of awareness of  
possible structures and how others do this 
work. For example, there is limited literature 
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Figure 3: Reported Barriers to Success in Organizational Ethics Work at Catholic vs. Non-Catholic Institutions
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on what an organizational ethics committee is 
and how it works differently than one focused 
on clinical ethics. The same is true for the orga-
nizational ethics work of a clinical ethics com-
mittee and an organizational ethicist. Even just 
a few published descriptions of these structures 
would go far toward strengthening the field.

4. Ethicists across Catholic health care should 
look to define the scope of organizational 
ethics work. Clarity on what is included and 
excluded from this field would help solidify it 
as a separate body of work worthy of dedicated 
resources and attention. This could include an 
article, a consensus statement of interested par-
ties or explicitly addressing the importance of 
organizational ethics in the ERDs. Part of this 
work should include a definition of organiza-
tional ethics with broad agreement.

FURTHER GROWTH AHEAD
We acknowledge the limitations of this survey. 
Although this survey’s small number of respon-
dents may limit its findings about the practice of 
organizational ethics in Catholic health care as a 
whole, it does appear that organizational ethics in 
the ministry is alive and well and that there is room 
for improvement. As we continue this research, we 
encourage Catholic health care ethicists, leaders 
and mission leaders to reflect on how they might 
use these results and insights in their ministry. This 
work can begin by reflecting on a few questions:

  What is the structure for organizational eth-
ics within my health system?

  Do I know when and how to request help 
with an organizational ethics issue?

  What can I do to help leaders understand 
how organizational ethics expertise can help 
them in their work?

  How am I being called to help organizational 
ethics grow and flourish in the areas I influence?

Through a better understanding of organiza-
tional ethics practices and its scope, future discus-
sions can help lead to more institutional support, 
resources and training so the ministry can further 
continue its healing mission.
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