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Ethics

In a

andemic

DiSASTERS, including global pandemics such
as COVID-19, disrupt standard care and pres-
ent ethical challenges. Planning helps us pre-
pare for disasters, but it can’t eliminate the
ethical dilemmas and moral distress that clini-
cians will face. Staffing and supply shortages
and patient surges require nurses and other
healthcare providers to make decisions that
may not align with standard care but are nec-
essary under the circumstances. Familiarity
with the ethical foundations for shifting stan-
dards of care will help nurses navigate moral
distress and achieve some degree of resilience
during challenging times.

Disaster planning

In 2009, the Institute of Medicine, motivated by
a looming HIN1 pandemic, created a toolkit to
guide disaster planning. The toolkit includes
definitions for conventional, contingency, and

engage in self-care

crisis states with strategies for each state when
communities are faced with a patient surge.

In our normal state, conventional, we can
handle a surge of up to 120% of our normal in-
tensive care unit (ICU) patients. To handle this
minor surge, we may call in extra staff and
conserve or substitute resources. When a larg-
er surge of ICU patients (up to 200% of normal
volume) occurs, we use contingency standards
and begin to adapt and reuse. In contingency,
the spaces, staff, and supplies used aren’t con-
sistent with daily practices, but they support
care that’s functionally equivalent to usual pa-
tient care practices. All of these efforts aim to
avoid crisis. If crisis is reached, we must allo-
cate and reallocate dwindling critical care re-
sources with life-and-death consequences.
(See Standards of care: Conventional to crisis.)

Many U.S. states have developed and made
publicly available guidelines for crisis stan-
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dards of care. Two main goals frame all disas-
ter planning: Do everything to avoid a crisis
state and, if those efforts fail, work to fairly
save the greatest number of lives possible.
Leaders will continue to refine plans, although
no amount of planning can account for all that
an emergency may bring. Leaders must, how-
ever, consider how to manage a surge.

Surge strategies

In the midst of the COVID-19 pandemic, many
parts of the country are operating under con-
tingency standards, and some organizations
may be closer to crisis than others. For exam-
ple, personal protective equipment (PPE) ap-
pears to be at or near crisis standards in many
locations, with those in healthcare being asked
to adapt and reuse PPE in ways normally con-
sidered unacceptable. Based on the best infor-
mation available in a rapidly changing envi-
ronment, we’re addressing resource shortages
by conserving, substituting, adapting, reusing,
and reallocating PPE and other supplies. (See
Scarce resource allocation.)

Surge collaboration

Cities, counties, and states are collaborating to
meet surge needs. For example, patients who
arrive at a hospital lacking resources will be
transferred to one that has what’s needed, or
the resources will be redistributed to the hospi-
tal in need until all hospitals are at or near ca-
pacity. The decision to move to crisis standards
of care is made by an institution, region,
and/or state. For example, a state might declare

a crisis at the state level, yet allow each hospital
to determine whether it is at crisis. These types
of decisions are made at the incident command
level. Incident command varies by location; for
instance, the person in charge could be a state
health officer or a local hospital administrator.

Obligation to safety

Even optimal planning and collaboration often
can’t eliminate ethical conflicts that may arise
for nurses. These can arise partly because of
nurses’ obligation to maintain safety—for our
patients and ourselves. Safety guides our duty
to care, and we rely on organizations to provide
the PPE and other resources we need to main-
tain safety. Scarce PPE puts nursing practice
ethics to the test. We may need to reuse and
adapt PPE, accepting the risks to our patients
and ourselves, because the alternative is provid-
ing no care at all. In addition, a crisis surge can
result in lack of access to standard resources
such as ICU nurses, impairing our ability to ad-
here to the ethical principles we’re used to, cre-
ating more conflict, which can lead to moral
distress. (See Guiding ethical principles.)

Moral distress

A simple definition of moral distress is the
feeling that occurs when we’re prevented
from doing what we believe is right. When we
experience moral distress, we feel compro-
mised in our ability to practice as moral agents
according to professional values and stan-
dards. Anyone working in healthcare during
the current COVID-19 pandemic should ex-

Standards of care: Conventional to crisis

As standards of care evolve in response to patient surges and resource shortages during a pandemic, ethical principles and
strategies must be implemented to maintain fairness and consistency.

Standard Conventional (normal state): Contingency (current state for  Crisis (state we seek to
of care Little to no resource or many in COVID-19 pandemic): avoid): Severe shortages
staffing shortages Mild to moderate shortages

Guiding ethical e Maintain patient-centered care. @ Preserve patient-centered care. e Know that duty to care
principles e Prepare for shift in care standard. transitions to save the
greatest number of lives.

Strategies e Prepare for surges with e Adapt and reuse resources. e Allocate and reallocate
implementation plans and e Rely on experts, sometimes outside resources.
careful evidence review. organization (e.g., Centers for e Restrict resources, resulting in

Disease Control and Prevention)
to help manage scarce resources.

e During a surge, conserve and
substitute resources.

limited treatment options.
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Scarce resource allocation

This table illustrates how a resource (in this case, masks) is allocated
during patient surges in conventional, contingency, and crisis states of a
pandemic. Masks are the indicator, and percent reduction in supply is
the trigger. Multiple strategies are applied as supplies diminish. (The %
values are for illustration purposes only.)

Mask allocation during patient surges

Conventional Contingency Crisis
(surplus) (20%) (50%)
Prepare ® Review current
supply.
e Evaluate
consumption rate
for surge stockpile.
Conserve e Limit nonessential | ® Limit elective
personnel/ procedures.
students. e Limit visitors.
® Reuse patient ® Group patients
masks. with similar
conditions.

Substitute* e Seek new sources.

® UseN95asa
substitute for
powered air-

® Request supplies
from national
stockpile.

purifying respirator*.

Adapt*

e Use surgical masks
with face shield.
® Use fabric masks.

Reuse*

® Clean and resterilize
masks.

e Allow prolonged use.

Allocate**

® Prioritize highest-
risk clinicians.

® Limit use (e.g., a
patient with a fever
may not wear a
mask, but the
clinician should).

Reallocate**

® Limit treatment
interventions
when masks
aren't available.

*Per Centers for Disease Control and Prevention, U.S. Occupational Safety and Health Administration, and

public health guidance

**Per regional, state, and/or federal guidance

pect to experience moral distress.
Shifting standards of care, interrupted patient
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relationships, triaging limited resources, work-
ing in unfamiliar environments, and uncertainty
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about disease progression and transmission are
only a few of the potential sources of moral
distress during the pandemic. For many, the
change in how we care for dying patients has
been a significant contributor to our moral dis-
tress. In many instances, visitor restrictions pre-
vent families from being present when their
loved one dies. Compassion and respect for pa-
tients have inspired some workarounds and ex-
ceptions; some organizations use video technol-
ogy to allow virtual presence and others have
designated a staff member to support a limited
number of family members who, at their own
risk, are permitted to visit a dying patient. None
of these options feel right, because under nor-
mal circumstances global visitor restrictions
would be unacceptable. But doing our best
with current resource limitations has to be good
enough.

Addressing moral distress

Mapping your moral distress is an effective
strategy for navigating the experience. (For a
visual image that illustrates how to map moral
distress, visit myamericannurse.com/?p=68164.)
Acknowledging and naming the emotions that
define your distress is the first step to reflecting
on it. Then challenge yourself to move beyond
your immediate emotional response and apply
ethical frameworks to the actions available to
you. Although you may not agree with the op-
tions, seeking to understand the ethical ration-
ale may help you understand the context of the
constraints in the ethically permissible actions
available. When possible, organizations may
want to provide opportunities for staff to dis-
cuss ethical challenges, facilitated by someone
trained in ethics. (See Self-care strategies and
resources.)

ANA Code of Ethics

Turning to the American Nurses Association
(ANA) Code of Ethics for Nurses with Interpre-
tive Statements during the pandemic may help
nurses shift our focus and decrease moral dis-
tress. During a pandemic, we move away from
a focus on relationship-centered care (Provi-
sion 2, Commitment to Patient) and adopt an
outcome-based framework (Provision 8, Pro-
motion of Community and World Health) with
the two primary goals mentioned earlier: Use
strategies to avoid entering crisis standards of
care and, if crisis is unavoidable, work to fairly
save the greatest number of people possible.
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Guiding ethical principles

These ethical principles should act as an overlay to professional codes
of ethics and guide actions throughout the pandemic as patient surges
and resource availability fluctuate.

Fairness: Standards must be applied fairly and consistently.

Transparency: Leaders must transparently communicate decisions
and information to promote trust, particularly when circumstances
require actions contrary to standard practice.

Duty to care: The duty to care for the healthcare workforce tempers
the duty to care for the community. Fidelity to individual patients is
in tension with avoiding harm to the broader community.
Consistency: We must provide consistency in how scarce resources
are allocated.

Duty to steward resources: Scarce resources must be allocated fair-
ly using the utilitarian goal of saving the greatest number of lives.
Proportionality: Actions must be in proportion to the emergency
and the degree of scarcity.

Accountability: Nurses must be accountable for the just allocation
of scarce resources.

Despite this shift, Provisions 1 and 5—Com-
passion and Respect for Every Person and
Equal Duty to Self—remain constant; we al-
ways practice with compassion and respect,
and we owe the same duty to ourselves that
we do to patients. These standards can be hard
to accept, especially if it means self-protection
compromises a response to a patient. It creates
a tension between avoiding harm (nonmalefi-
cence) to oneself and doing good (benefi-
cence) for a patient. However, failing to protect
ourselves compromises the patient in front of
us and our ability to care for future patients.

Unfortunately, a code of ethics doesn’t elim-
inate the challenges of making sound ethical
decisions. Barriers to doing the “right thing”
(such as not having sufficient supplies to care
for patients) create ethical tensions in a pan-
demic. Internal and external constraints influ-
ence our actions, making us feel as though
we're violating our professional integrity by
not providing the care patients deserve and
that we're capable of providing, if only we
had more resources.

Ethical reflection

The COVID-19 pandemic puts two ethical
frameworks in direct tension with each other. In
standard practice, nurses embrace a principle-
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or virtue-based framework that focuses on re-
spect for patient autonomy. We strive to help
patients in front of us navigate their illness or
injury and minimize suffering; our patients, in a
normal state, guide our work. However, when
resources are severely limited, we're asked to
participate in a shift that means some patients
may not have access to the treatment they
desire. This utilitarian framework asks organi-
zations to work together to achieve the greatest
good for the greatest number of people in their
shared communities. Crisis standards of care are
designed to provide fairness through the equi-
table allocation of scarce resources.

However, a fair process during a disaster
may not feel fair, and doing our best may not
feel like enough when individual patient needs
outpace our ability to meet them. We should
strive for our best and be forgiving when it
doesn’t feel good enough. We can minimize
harm by speaking up, seeking support inside
and outside of our organizations, and leading
the way to forge creative paths forward. We
don’t know how long the COVID-19 pandemic
will last, but as the surge of patients fluctuates,
we must act to minimize the strain of looming
cumulative distress now. Work must continue
to outline methods of support during this acute
phase until we reach a place to rebuild.

The declaration of a public health emer-
gency has shifted some elements of the stan-
dards of care already. We must prevent further
spread of the disease, which can’t be achieved
without protecting healthcare providers so we
can safely care for patients. That means we
must preserve scarce PPE for those at the bed-
side by limiting visitation and postponing elec-
tive surgeries as able. How we demonstrate
compassion in a crisis will, by necessity, look
and feel different. It may not feel good to not
have access to the choices we’re used to, but
this doesn’t mean individual providers are do-
ing anything wrong. The PPE shortage has ex-
posed gaps in our health system, but the pan-
demic requires that we put our trust in a
flawed system. We must act together to pro-
mote solidarity and work to provide equitable
care to our community and patients.

These are uncertain times. Sadly, no perfect
options exist during a pandemic, but moral
distress can be mitigated when we listen to all
perspectives, identify sources of conflict, and,
when presented with limited choices, seek to
identify options that minimize moral harm.
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Self-care strategies and resources

Nurses must take concrete steps to care erations, and other resources. nursing- headspace.com/covid-19

for ourselves during the pandemic. Be world.org/coronavirus ¢ Mindfulness for Healthcare Work-

intentional about: e down dog: This app (which includes ers During COVID: Access mindful-

e taking breaks yoga for beginners, high-intensity in- ness practices and meditations.

e eating nutritious food terval training, barre, and 7-minute mindful.org/mindfulhome-

e getting adequate sleep workouts) is available for free to all mindfulness-for-healthcare-workers-

e acknowledging the emotional toll of healthcare professionals through during-covid
the situation and seeking support. January 1, 2021. ¢ National Suicide Prevention Life-

downdogapp.com/healthcare line: This resource can be accessed

You may find the following resources ® 425 Magazine: This article outlines the around the clock by phone:

helpful. COVID-19 visitation procedure devel- 1-800-273-8255.

* American Association of Critical- oped by nurses at Virginia Mason. e 9TO5Mac: This site offers links to
Care Nurses: This site offers clinical re- 425magazine.com/virginia-mason-nurses- apps and services providing free
sources related to COVID-19, including develop-covid-visitation-procedure wellness information during the
information about moral distressand o First Aid Arts: Access science-based COVID-19 pandemic.
how nurse managers can mitigate arts activities to help reduce stress 9to5mac.com/2020/04/02/apps-
nurse post-traumatic stress disorder. and build resilience. and-services-coronavirus
aacn.org/clinical-resources/covid-19 firstaidarts.org/covid-19 * Project Parachute: Pro-bono

* American Nurses Association (ANA):  « Headspace: This app is offering free teletherapy for COVID-19 frontline
This site offers access to free webinars, access to videos to aid in meditation, staff is available by appointment.
applications for funds, ethical consid- sleep, and movement. project-parachute.org

Nurses must continue to speak up and reach  [ayra Webster is the bioethics program director at Virginia Ma-
out. We can bring calm to our patients, our  son in Seattle, Washington, and affiliate faculty in the depart-
community, and our profession during this  ment of bioethics and humanities at the University of Washing-
challenging time. We're in this together. AN ton School of Medicine in Seattle. Lucia D. Wocial is an adjunct

assistant professor at Indiana University School of Nursing in
To view a list of references, visit myamericannurse.com/?p=068164. Indianapolis.
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