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Clinical ethics during the Covid-19 pandemic: Missing the trees for the forest

VIJAYAPRASAD GOPICHANDRAN

Abstract

The SARS-CoV2 pandemic has exposed the acute vulnerability
of the health systems of countries worldwide. While countries
are scrambling to contain the spread of the infection, the focus
is largely on infection prevention strategies such as isolation,
quarantine, physical distancing, hand hygiene, cough etiquette
and country-wide lock-down. Important ethical concerns arise
in the context of the public health interventions. However, while
focusing on the forest, the population, attention must also
be paid to the trees, the individuals who suffer the illness. This
article focuses on the ethical conflicts between the largely public
health-driven focus of the Covid-19 prevention and containment
measures versus patient-centred care for those who suffer the
illness and the consequent moral distress of healthcare providers.
The key argument is for countries to mainstream clinical ethics
considerations for care of patients with Covid-19 as well as “non-
Covid-19”illnesses.
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Introduction

The novel coronavirus, SARS-CoV 2, has taken the world by
storm (1). On the day this paper was written the virus had
infected 2.2 million people worldwide and led to more than
1.53 lakh deaths (2). Many countries, including India, are seeing
a surge in infections.

In the past few months, the world has been jolted into
understanding the importance of public health measures as
never before in the recent past. Physical distancing, quarantine
of international travellers and their contacts, isolation of people
with infection, hand hygiene measures, cough etiquette and
wearing of face masks have all been promoted aggressively
(3). One of the most forceful and harsh methods of physical
distancing adopted by several countries is the lockdown of
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all travel, work, social, educational and economic activities
for protracted periods of time (4). On the one hand there is
an argument that states must intervene with such stringent
public health measures to save lives and protect their people.
But on the other, the huge losses and suffering, especially
of the poor and marginalised, due to the lockdown are
overwhelming (5). The balance of individual liberties and
rights versus the public good is very difficult to achieve in such
situations.

Multiple clinical ethics issues have also emerged during this
pandemic response. This is the phenomenon of “missing the
trees for the forest” In other words, so much attention is given
to the macro-issues such as lockdown, physical distancing,
isolation, quarantine, travel bans and other public health
measures that their impact on the individual is neglected. This
paper will focus on clinical ethics as it applies to two groups of
people - people infected with the Covid-19 virus and people
with “non-Covid-19” illnesses. It will attempt to draw out
important ethical concerns and discuss the substantial moral
distress that is faced by healthcare providers while handling
these ethical conflicts. It will also argue that governments must
set up and operate ethics consultations to help healthcare
providers address the moral distress they will face.

Clinical ethics challenges arising in the care of
Covid-19 patients

A number of ethical issues arise during the treatment of
patients with Covid-19 (Table 1).

Treatment of Covid-19 patients as a means to an end

There is a fundamental difference of approach between clinical
medicine and public health.While in clinical medicine the focus
is on the individual patient, in public health it is on populations.
Clinical medicine cares for individuals after the onset of illness
and therefore lays emphasis on the alleviation of suffering,
pain, psychological and emotional distress. On the other hand,
public health works with healthy populations to prevent illness
or the spread of infection. In pandemics like Covid-19 there
is a very fluid distinction between these two approaches.
Public health and population protection take priority and all
interventions by the state are directed towards containment
of infection and reduction of morbidity and mortality. Most
decisions are driven by statistics and mathematical modelling
based on numbers of those susceptible, exposed, infected, or
cured. Testing, detection, isolation, and treatment of individuals
become a means to the greater end of keeping the numbers of
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Table 1:

Ethical issues in the clinical care of patients with Covid-19

and minor
illness

asymptomatic
individuals and those
with minor illness in
Covid Care Centres

Type of Treatment Ethical considerations
Covid-19

illness

Asymptomatic | Isolation of Cleanliness and maintenance

of hotels, lodges, hostels
which are converted to

CCCs. Biomedical waste
management in these centres

(ccq) Separation from family and

relatives, loneliness

Harm to mental health of the
patients due to isolation

Use of unproven
treatments such as
Hydroxychloroquine
and Azithromycin

Adverse effects of drugs —
torsade de pointes and other
arrhythmias with HCQ

Emergence of drug resistance
especially for Azithromycin

Conversion of district level
hospitals into DCHC -
compromise in routine care

Moderate to
severe illness

Isolation of patients
in Dedicated Covid
Health Centres
(DCHQ)

Weak evidence of all
available treatments

Doubtful efficacy and
precarious benefit-risk
balance

Healthcare providers
refusing to give care
without adequate
protection

Duty to care versus
protection of health care
providers

Reciprocity in the form of
adequate protection by PPE

Critical illness Scarce resources
(ARDS, sepsis,

septic shock)

Deprivation of adequate care
to those in need

Triage of who should get
priority over scarce resources

Lack of dignity in death

infected persons low. The foundational tenets of clinical ethics
including respect for the individual patient’s rights, values,
preferences, care for individual needs, avoiding unnecessary
harm to and discrimination against infected persons, all take
a back seat during such emergency situations (6). Clinicians
whose primary training is in caring for individual patients, are
forced to adopt public health strategies during pandemics and
this leads to moral distress.

Based on the experience of the author and other clinicians
providing care for patients with Covid-19, it is observed
that patients in isolation wards are often alone without any
social or psychological support. In order to reduce the risk
of infection to healthcare providers, they do not visit these
patients frequently. Even when they go on rounds or to check
on patients, they are all in full personal protective equipment,
looking like faceless robots, with no warm smile to reassure
them. In fact, many health facilities have actually deployed
robots to dispense food and medicines for patients in isolation
wards, thus removing even minimal human contact (7). Touch,
which is one of the most valuable modes of communication
in a healthcare provider-patient relationship is minimised

e

to reduce transmission of infection. With curbing infection
being the priority, many individuals are neglected and left to
suffer alone and in silence. Hippocrates said, “Cure sometimes,
treat often, comfort always.” Covid-19 has made comforting
the patient the least of the three priorities. Communication is
one of the fundamental aspects of a good patient - provider-
relationship and in clinical medicine, it is not just verbal
communication but associated cues like touch, physical
presence, body language, facial expression, which help patients
feel reassured and comforted. This aspect of the patient -
provider relationship suffers during admission in isolation
wards. Unfortunately, infection control supersedes clinical care.

Working with uncertain evidence and unproven therapies

When a pandemic occurs due to a new infective agent,
without any definitive treatment or drug, all clinicians clutch at
straws to somehow save lives. This is the case with the SARS-
CoV2 virus too. Hydroxychloroquine, in combination with
Azithromycin, features in the treatment protocol for moderate
to severe illness in India (8). Some state treatment protocols
also include Oseltamivir, originally a drug against influenza
virus, in the treatment of mild to moderate illness (9). Other
anti-viral drugs such as Lopinavir/Ritonavir, originally an oral
combination therapy against HIV, is also being studied in many
contexts. Umifenovir is a repurposed anti-viral agent of interest
as a therapeutic agent. Nitazoxanine, an antihelminthic
agent, has also been proposed as a treatment. Remdesivir, a
broad spectrum anti-viral agent with potent in vitro activity
against SARS-CoV2 is said to be showing promising results
(10). All these agents are still under clinical trial and none
has so far been proven effective at the time of writing.
Immunomodulatory agents such as Tocilizumab and Sarilumab
are also under trial as agents to manage the “cytokine storm”
that is associated with the Covid-19 illness. Treatment with
convalescent plasma or hyperimmune immunoglobulin
is being tried and reported to be successful (11). Such
immunoglobulin therapy is going to be tried in India as well.

At present, other than supportive treatments and management
of typical syndromes like acute respiratory distress syndrome
(ARDS), septicaemia, multi-organ dysfunction syndrome
(MODS), and cytokine storm, there is no established treatment.
As some of these treatments feature in state recommended
protocols, there is a risk that patients and the community
may mistake these for definitive treatments. Besides, some
of these drugs have serious adverse effects and may result
in greater harm than good. One such example is the use
of hydroxychloroquine among patients with severe illness.
Often, such patients are of advanced age and have multiple
comorbidities. This puts them at greater risk of cardiac
arrhythmias, a known side effect of hydroxychloroquine (12).
Working with such uncertain evidence can also lead to moral
distress among the providers. In such pandemics, clinicians
are left with no choice but to try experimental therapies on
compassionate grounds. However, the level of uncertainty
and the distress that it causes must be acknowledged and
clinicians must be supported to overcome this distress. A
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trustworthy and transparent line of communication about
the level of evidence and status of new therapies must be
established.

Duty to care versus right to protection

One of the most contentious issues globally during this
pandemic has been the scarcity of personal protective
equipment (PPE) for healthcare personnel working with
Covid-19 patients (13). They are directly exposed to high viral
loads and therefore susceptible to more severe illness. Deaths
of healthcare providers due to Covid-19 illness have been
reported in large numbers in Italy, China, the United States
and many other countries (14). There is a debate on whether
healthcare providers have the duty to care when the health
system does not protect their health and safety through
adequate provision of PPE. In the UK, doctors and nurses
appeared in a video, pleading with the government to improve
the supply of PPE for their safety. This video was projected on
to the walls of the Palace of Westminster (15). Doctors and
nurses in Zimbabwe staged protests, and several resigned their
jobs over lack of PPE (16). These examples highlight the global
nature of the debate on duty to care versus right to protection.

Healthcare providers have multiple duties during such
pandemic times, including the duty to care for their patients,
the duty to protect themselves from getting infected so
that they remain productive and in action throughout the
period of the pandemic, the duty to protect their families and
neighbourhoods, and to their colleagues, many of whom may
become sick and have to go on leave, whose jobs they may
have to cover, and finally a duty to society at large (17).

Nobody else can provide the unique and specialised services
that healthcare providers can. They have spent years in
learning these skills, and they must be put to maximum use
during pandemics.There is a moral obligation based on a social
contract between the healthcare provider and society that the
provider will deliver healthcare services in time of need. While
they have these duties to care, they also have the right to be
protected from harm to themselves, because only then can
they actually continue to serve society.

The General Medical Council (GMC) of the United Kingdom
recommends that doctors must not refuse to treat patients
because exposure will endanger their lives. Furthermore,
the GMC recommends that striking the balance between
serving during the time of need and protecting the health
and welfare of healthcare providers must be ensured at
the local level by providing adequate PPE to protect their
health to the maximum extent possible (18). The American
Medical Association adds that “physicians should balance
the immediate benefit to the patients with their long-term
ability to serve many patients” (19). The Code of Medical Ethics
Regulations of the Medical Council of India, 2002, amended up
to 2016, states that no physician can refuse to treat a patient
during an emergency (20). There is no specific mention of the
conundrum of duty to care versus protection of the self in the
MCI code of medical ethics.
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The emerging consensus across different international ethical
guidance seems to be that duty to care during pandemics
and emergency situations must be voluntary and must
be associated with reciprocity from the health system, the
government and society to protect providers.This can be in the
form of provision of PPE, duty hours that offer adequate time
for rest and recuperation, comfortable rooms to stay in while
separated from family and loved ones, and adequate incentives
in the form of monetary or non-monetary compensations.
However, the fear, anxiety and guilt of transmitting the illness
from patients to their loved ones is likely to cause substantial
distress among healthcare providers and impact the care that
they provide.

Rationing of scarce resources in pandemic situations

Though rationing of scarce resources is a public health
concern, it has important implications for clinical care
provision and clinical ethics. Many countries, including Italy
and the United States, are facing a major resource crunch
during the Covid-19 pandemic (13). Hospital beds, ventilators,
medications, personal protective equipment for healthcare
providers, are all becoming scarce resources. Clinicians
are pushed into making morally contentious decisions on
allocation of beds, ventilators and medicines. Making such
decisions takes a heavy toll on the psyche of healthcare
providers. Scarce resources are allocated based on ability
to save most lives, ability to save most life years, priority to
those who are likely to make significant contributions eg,
healthcare providers, etc. These decision algorithms select
a few patients in preference to others based on criteria such
as age, presence of comorbidities, contribution to society
etc, and having to make these decisions causes the clinician
severe moral distress (21). Since these decisions have a
significant impact on the community, active community
engagement in order to understand community perspectives,
values and priorities is important. Local guidelines must
be developed to support healthcare providers in making
rationing decisions that are relevant and acceptable to the
community (22).

Dignity in death

Families of patients who die due to Covid-19 face serious
emotional stress. Firstly, the patients die alone in the hospital
isolation ward or the critical care unit. Their family and loved
ones do not get a chance to say goodbye. The formalities
of disposal of the body without contamination of the
environment further place severe restrictions on certain
important traditions and rituals that are performed as part of
funeral rites. In a recent incident in Chennai, the cremation of
the body of a doctor who died of Covid-19 infection was not
allowed by the local community, for fear of contamination
(23). This completely dehumanises the dead and strips the last
shreds of their dignity. In some cases, patients die even before
the test result for SARS-nCoV2 come out, and this leads to
delays in disposal of the body. All of these are also major causes
of ethical distress for providers.
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Clinical ethics considerations in the care of “non-
Covid-19” patients

Clinical ethics challenges arise during a pandemic in relation
to “non-Covid-19” patients, such as denial of clinical care for
non-emergency conditions, and lack of clinical support for
mental illness. In the rush to prepare hospitals and health
facilities to receive the deluge of patients with Covid-19, many
hospitals at the district and medical college levels have been
converted into dedicated Covid hospitals. Here, basic clinical
services which are considered “non-emergency” have been
suspended by a government advisory (24).This is done for two
main reasons ie hospitals are hot-beds of transmission of SARS-
CoV2 and overcrowding in hospitals will make social distancing
difficult to practise. In the current situation, most government
health facilities have closed their non-emergency services
and many private clinics and nursing homes have also been
shut down in containment zones. Small, congested single-
doctor clinics in many cities have also shut down because
of the fear of community transmission of the disease (25).
Reproductive and child health services, including antenatal
care, delivery services, post-natal care and care of the new
born child including immunisation is likely to suffer due to
closure of several hospitals as well as redirection of grassroots
health workers to Covid-19 containment activities. The worst
hit during this situation are patients who have chronic non
communicable diseases such as diabetes, hypertension, cardiac
diseases and chronic lung diseases. Many of these patients may
not have an acute emergency. However, they will require long
term medication, and have to face the effects of interruptions
in their supply. Similarly, patients on long term drug treatment
for tuberculosis and HIV are likely to suffer from shortages
because of difficulties in reaching a health facility as well as
supply chain problems. Patients on dialysis for chronic kidney
disease, and those receiving treatment for cancer, also suffer
due to access barriers and shut down of treatment facilities.

Prior experience from the Ebola pandemic of 2014-15
showed that deaths due to neglect of measles, malaria,
HIV and tuberculosis were far more in number than Ebola
deaths (26). The World Health Organisation released a
document that outlined the key principles of maintaining
essential health services during an outbreak situation (27).
The Ministry of Health and Family Welfare, Government of
India, followed by releasing a guidance on April 14 regarding
maintaining essential health services through utilisation of
non-Covid hospitals, empanelled private hospitals under the
Pradhan Mantri Jan Arogya Yojna (PMJAY) — National Health
Protection Scheme, telemedicine, home visits by frontline
health workers and triaging patients in hospitals (28). (29) The
operational feasibility of these guidelines and the way they are
implemented on the ground needs to be observed closely.

There are also reports of people suffering from mental health
problems due to the prolonged lock-down as well as isolation
and social distancing (29). These individuals do not have
access to care for their mental health problems. Another
group of individuals badly hit by this pandemic are those
dependent on alcohol. Several instances of people dying due
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Suspension of non- Deaths due to lock-down Lack of access to
emergency services and isolation emergency services

Denial of care Mental health issues - suicides Lack of transport services
‘Worsening of health Alchol withdrawal and illicit
conditions alcohol use Scarcity of resources

Interruption in NCD
treatments

Interruption in chronic disease
medications - TB/HIV

Lack of reproductive and child
health services

Figure 1: Ethical issues in clinical care of “non-Covid-19” patients

to alcohol withdrawal have been reported, as all alcohol outlets
were closed due to the lock down (30). There have also been
instances of individuals consuming toxic substitutes for alcohol
such as paint varnish and shaving lotion which led to their
deaths. These patients suffered due to lack of clinical alcohol
deaddiction, detoxification support. Though emergency
medical services are open and functional in many hospitals,
patients find access to the emergency services difficult due to
the lockdown. Further, interruptions in the supply chain lead
to many hospitals facing drug shortages, so that even the
quality of the limited services available in hospitals is poor.The
various ethical issues in the care of “non-Covid-19” patients are
described in Figure 1.

Moral distress of healthcare providers

The Covid-19 pandemic has laid bare the gross under-
preparedness of most health systems in the world in the
face of a major, catastrophic health event. The healthcare
providers, namely doctors, nurses, technicians and others
are not in a situation to address these major ethical issues
as described above. Some of these emerge from the conflict
between their responsibility to the individual patient versus
responsibility to the public during a public health crisis. Such
ethical issues are a cause for severe moral distress among
healthcare providers. In addition, health care providers face
a serious dilemma as to whether they should turn whistle-
blowers about the lack of PPE, lack of reasonable duty
timings and suffering of vulnerable populations due to non-
availability of non-Covid 19 services. They face probable
punitive action that may extend to termination of service in
some instances. The moral distress that healthcare providers
are likely to face must be addressed (31). In addition to the
numerous webinars on training healthcare providers to
manage critical care of patients with Covid-19, infection
prevention and control practices within the hospital and
isolation ward settings, support must be offered through
counselling to address moral distress arising while treating
patients during pandemics. There are examples of a nurse
in Italy and the finance minister of a German state who
took their own lives probably because of the stress and
irreconcilable moral distress arising from the pandemic
(32,33). Support to healthcare providers to address moral
conflicts can be offered as an ethics helpline within the
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hospital setting. The government must also focus on setting
up Clinical Ethics Consultations, either on the telephone or
through video conferencing for any healthcare provider or
team faced with a moral conflict.

The most serious problems in clinical ethics during pandemic
situations arise because of neglect of the trees while focusing
on the forest. While prioritising prevention of the spread of
infection, individual patients, their preferences, values and
wellbeing are often neglected. This must be carefully weighed
and considered while planning care during pandemic
situations.
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Clinical ethics during Covid-19: Plan for the whole health ecosystem

CHETANYA MALIK, TIMOTHY LAUX, YOGESH JAIN

Abstract

During a pandemic, narrowing ethics into silos such as clinical
and public health does not help the cause of ethics, which often
gets neglected in desperate times. Our response to a recently
published article in this journal, tries to take this discussion
forward. Keeping medical ethics at the centre of our response to
the Covid-19 pandemic would benefit healthcare systems at all
levels. This would also help us be prepared for future pandemics.
Strengthening healthcare systems would also provide an
opportunity to improve non-Covid care.

Keywords: Covid-19, health ecosystem, non-Covid care, patient
autonomy, healthcare worker welfare, pandemic as opportunity

The article “Clinical ethics during the Covid-19 pandemic:
Missing the trees for the forest” by Gopichandran (1) highlights
key ethical issues in clinical practice during the surge of the
Covid-19 pandemic. It discusses several issues related to both
Covid and non-Covid care. The author makes observations
relevant to the ethics of care in hospitals. He brings to our
attention several dilemmas faced by healthcare workers,
especially doctors. A similar discussion in relation to non-Covid
care is also a part of the narrative. We wish to underscore a
few key points raised in the article and add to the discussion
around clinical ethics during this pandemic.

1. The“missing the trees for the forest” analogy

Our experience has been that strategies at all levels
of the health “ecosystem” (from community work to
tertiary care) constitute a continuum rather than the
“either-or” dichotomy presented in this paper. Tracing
the contacts of a Covid-19 positive patient who
subsequently requires hospitalisation is an apt illustration
of this point. The relevant ethical principles would apply
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to the teams working on surveillance, contact tracing, and
transportation, and not solely to the inpatient team. We
would argue, both as a matter of principle and practice,
that public health strategies and clinical care must work
in tandem; and hence not just the forest and trees, but
the shrubs and the entire ecosystem need attention.
Recalibration between various parts of the healthcare
ecosystem should not be at the expense of ethics as a
principle, be it in the hospital or in the community.

2. Ethical dilemmas with regard to patient autonomy

When deciding on treatment options in a pandemic,
whether new therapies or established options, patient
autonomy is compromised given the strict isolation
required. So too, is family participation in the care of their
sick loved ones. While the caregiver’s distress is moral,
the patient’s distress is more fundamental. Lack of family
support in general for routine care, emotional support, and
for sharing in important life altering decisions like intensive
care and ventilator support gives rise to immense stress
and impacts the patient’s autonomy

3. Lack of palliative care and mental health support

Management protocols need to include palliative care
options where relieving physical and mental distress and
respecting the patient’s autonomy are paramount. Similarly,
mental health support for all those admitted into isolation
and quarantine facilities, irrespective of pre-existing mental
health illness, should be part of management. A mental
health nurse, counselors or psychiatrist, depending on
the level of care, will be helpful in this regard. Both these
components should not be on an “if and when” basis, but
be part of the standard management and non-negotiable
rights of those with Covid-19 disease.

4. Healthcare worker welfare

Healthcare worker welfare extends far beyond the
dilemmas inpatient providers face in the ward, as outlined
in the article (1). The welfare of healthcare staff, working in
hospitals at all levels (doctors, nurses, orderlies, sanitation
staff etc), and outside (surveillance team, quarantine
centres, Accredited Social Health Activists (ASHA) is of vital
importance. Much needs to be done beyond hailing them
as “corona warriors” (2). Stigma against health workers
should be addressed through both state and community
interventions. Education of healthcare workers about
various aspects of the disease, the risks involved at each
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