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Abstract
When an infectious pandemic occurs in the United States, emergency care
providers (ECPs) will be on the frontlines caring for infected, potentially
infected, and non-infected patients. Logistically, the current emergency care
system is not ready for a pandemic, but are the providers ethically ready? Some
of the most difficult and challenging issues that will be raised during a pan-
demic will be ethical in nature. An ECP likely will be confronted with ethi-
cal values and value conflicts underlying restriction of liberty, duty to care, and
resource allocation.

This report summarizes the ethical concerns and challenges that ECPs
face during an infectious pandemic, and raises ethical questions that may arise
related to the role of an ECP as a healthcare provider and stakeholder.

Pena ME; Irvin CB; Takla RB: Ethical considerations for emergency care
providers during pandemic influenza—Ready or not... Prebospital Disast
Med 2009;24(2):115-119.

Introduction

In 1918, a subtype of avian flu caused an estimated 50-100 million deaths,
including 675,000 deaths in the United States.™ It is estimated that as many
as 50% of the human population was infected, with a mortality rate of 2-5%.3
This is in gross contrast to inter-pandemic years when only 5-15% of the
population is infected and the mortality rate is only 0.1%.3* In 1997, an avian
flu strain of the HSN1 subtype was identified in a human patient.’ As of
April 2008, there have been 382 reported human cases of H5N1 infections
including 241 deaths.® Although it is predicted that we will experience a pan-
demic influenza, it is unknown whether the current H5N1 avian influenza
virus will be the inciting agent.” What is known is that the logistical aspects
of pandemic influenza planning still are incomplete.® The US healthcare sys-
tem and hospital emergency departments are not ready for the surge of
patients in the event of a devastating pandemic.%1% Additionally, the frontline
of emergency medical care during a pandemic, i.e., emergency care providers
(ECPs), may not be ready for the potentially daunting ethical dilemmas that
will be encountered during such a mass-casualty incident.!! Therefore, it is
imperative that ECPs be as well versed in the ethical aspects of pandemic
influenza planning as they are with its logistical aspects.

Infectious pandemics represent some of the most catastrophic events in
human history. Serious and difficult questions that are ethically based will
arise and will test the moral fabric of society.!? Emergency care providers will
need to balance the utilitarian goal of caring for the greatest number of peo-
ple against the libertarian goal of protecting individual patient rights and pri-
vacy. Placing societal needs ahead of any one individual’s needs is necessary
during a catastrophic pandemic.l! However, it is contrary to the everyday
practice of ECPs, in which the focus is on the needs of each patient. Other
personal ethical dilemmas will challenge the ECP’s personal value system and
force them to choose between competing values.

The purpose of this report is to summarize the ethical issues and chal-
lenges of current influenza pandemic planning as they relate to ECPs, and
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raise ethical questions of specific importance to ECPs rela-
tive to their roles as healthcare providers and stakeholders.

Ethics in Pandemic Planning
The importance of incorporating ethics into pandemic
planning was brought to light most recently by the severe
acute respiratory syndrome (SARS) outbreak. Some of the
most difficult decisions did not have to do with logistical or
scientific issues, but rather with ethical issues that were
raised by public health, government, and healthcare work-
ers.}314 Post-epidemic research of SARS found that the
cost of not having prior agreed-upon ethical guidelines
included a loss of public trust, low morale (especially seen
in healthcare workers), confusion about roles and responsi-
bilities, stigmatization of vulnerable individuals and com-
munities, misinformation, and public fear.ls It also was
found that those affected by decisions, i.e., stakeholders,
would be more likely to cooperate if: (1) they were includ-
ed in the decision-making process; (2) these processes were
perceived to be open and transparent; and (3) the decisions
made were perceived to be ethical and fair.1>16

Four major ethical issues in pandemic influenza pre-
paredness planning have been identified: (1) restriction of liber-
ty in the interest of public health (e.g., quarantine); (2) health-
care workers’ duty to provide care; (3) resource allocation; and
(4) global governance implications (e.g., travel advi-
sories).15:17 During an infectious pandemic, emergency
care providers likely will be affected by decisions regarding
the first three of these ethical issues and may be faced with
having to make expeditious decisions with ethical under-
tones. The role of an ECP in decisions regarding global
governance likely will be limited, as these decisions usually

are made at the government level and involve the World
Health Organization (WHO).

Restriction of Liberty
During a pandemic influenza crisis, public health measures
such as isolation, quarantine, and social distancing may be
necessary to contain the spread of disease.l” The extent to
which this will impact an individual’s liberty and privacy, as
well as cause social or financial hardship, will vary from
individual to individual. Middaugh states that social dis-
tancing measures could pose a threat to the social fabric of
society and community resiliency.1® Although decisions to
implement these measures may infringe upon individual or
community rights, they are ethically acceptable and justi-
fied under these circumstances, if there is consensus that
they are effective and for the common good.1

Isolation of those infected and the quarantine of
exposed persons are considered by some to be the most
complex and most legally and ethically controversial public
health powers.!® The current consensus is that pandemic
planning decisions about these public health measures
should demonstrate accountability, transparency, and stake-
holder involvement and use the least restrictive measures
necessary to protect the public.® The use of ethical and
equitable plans would provide safeguards against stigmati-
zation or discrimination of groups of people, limit dispro-
portionate burdens on certain individuals or communities,
and increase public buy-in.1%17 This, in turn, can contribute

positively to public compliance and understanding when
these measures must be instituted.

As initial responders for potentially infected individuals,
ECPs may be directly involved in the identification (and
subsequent notification to governing bodies) of individuals
or groups of individuals requiring quarantine.?’ This
responsibility may have a negative effect on the ECP-
patient relationship. For example, the usual commitment to
confidentiality may need to be suspended when name
reporting becomes necessary for quarantine and contact
tracing. Fears of stigmatization or of charges of discrimina-
tion while performing these duties may occur.?>23
Resentment, anger, or bargaining may be encountered if the
patient objects to being quarantined.?

Healthcare workers, however, can attempt to offset some
of these conflicts and still advocate for the patient.
Listening to their concerns and expressing empathy for
their situation are some intangible methods. Ensuring that
the patient will not be abandoned by providing appropriate
access to care and voicing any collective concerns to appropriate
local governing bodies are concrete patient advocacy actions.20

Important ethical questions concerning restriction of
liberty that must be addressed or clarified include:

1. What type of checks and balances will be in place to
ensure that the least restrictive measures are afford-
ing adequate disease control, but not becoming too
burdensome, such that they threaten public trust and
cooperation;23

2. If any of the criteria for restrictive measures are per-
ceived as being based on individual judgment, how can
emergency care workers and society be assured that they
are being applied equitably across all populations;?® and

3. What steps have been taken to ensure that those who will

suffer socially or economically will be provided for?!2

Duty to Care

Some of the greatest ethical challenges facing an ECP dur-
ing an infectious pandemic pertain to the duty to provide
care. The ethical principle of beneficence underlies the
patient-provider relationship, which morally obligates the
healthcare professional to promote the welfare of patients
and advance their well being.2* It is argued that healthcare
professionals have obligations to society, owing to the fact
that they have unique medical abilities in the care of the
sick or injured.z“'2 Furthermore, since healthcare profes-
sions are freely chosen, all inherent risks that go along with
caring for the sick or injured are presumed.?6 Emergency
physicians, nurses, and emergency medical technicians have
some of this language incorporated into their professional
codes of ethics.2’~2 The American College of Emergency
Physicians Code of Ethics states that emergency physicians
have an ethical obligation to “respond promptly and expert-
ly, without prejudice or partiality, to the need for emergency
care”.?> However, none of the professional codes of ethics
provide guidance as to the extent of duty or acceptable risk
in the face of disasters.

In the wake of the terror attacks of 11 September 2001,
the American Medical Association (AMA) adopted an
ethics policy addressing physician obligation during disas-
ters. It states: “Individual physicians have an obligation to
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- Do | put my duty to my patients ahead of that to my family?

- Will | get fired if | don’t show up for work?

- Who will care for my family if | am forced to be quarantined, get sick or die?

- Will I feel | am abandoning my colleagues if | cannot risk working or if a family member gets sick?
- Will | feel resentful of my colleagues because | am exposed to more risk than they are?

- Will | ostracize those colleagues that do not show up for work?

- How will society assist the families of emergency care workers if they are in need?
- Is society willing to codify and reform malpractice laws during disasters when care practices undoubtedly will change?

Table 1—Ethical questions arising during an infectious pandemic3

provide urgent medical care during disaster. This ethical
obligation holds even in the face of greater than usual risks
to their own safety, health or life”.30

The SARS outbreak was a recent prototypical example
of an infection that created a high risk for healthcare work-
ers.3! According to the World Health Organization
(WHO), healthcare workers were most affected by SARS
and accounted for 21% of all reported cases.3? In two stud-
ies investigating the psychological impact of SARS on
healthcare workers, both found that emotions encountered
by healthcare personnel during the epidemic included fear,
uncertainty, anxiety, anger, guilt, and frustration.3334 In a
survey of physicians treating SARS-infected patients from
three Toronto hospitals by Grace ef 4/, physicians who pro-
vided direct care to SARS patients experienced a signifi-
cantly higher rate of psychological distress compared to
physicians who did not provide direct care.3> Those physi-
cians providing direct care also reported feeling more stig-
matized. However, the physicians strongly believed that it
was their duty to provide care for highly infectious patients
with a life-threatening illness.

Although the “duty to care” dilemma is not unique to
ECPs, a proportionately greater risk is assumed by ECPs
compared to many other healthcare workers during a influen-
za pandemic.3¢ Emergency care providers will be among the
first to initially treat these highly infectious, ill individuals
before the outbreak is identified, placing them at high risk of
infection. The ethical value of reciprocity requires that society
support those who face a disproportionate burden in protect-
ing the public good and takes steps to minimize their impact
as much as possible.3” The obligation of an ECP to render
care during a pandemic should not be unlimited. Current eth-
ical pandemic planning is now addressing those issues related
to duty to care that affect ECPs, such as support and aid for
any financial and legal burdens, timely access to updated
information, transparent information about potential risks
related to duties, access to vaccines and treatment, and provi-
sions for a safe working environment.17:38

The duty to provide care for those afflicted during a
pandemic influenza, however, is limited by the ECP’s other
obligations, such as those to family, community, colleagues,
and non-infected patients.3® The above-mentioned AMA
policy on physician obligation during disasters also states
that: “The physician workforce is not an unlimited resource;
therefore, when participating in disaster responses, physi-
cians should balance immediate benefits to individual
patients with ability to care for patients in the future”.30
This same policy certainly can be applied to all ECPs.

Pena © 2009 Prehospital and Disaster Medicine
5

Some of the many ethical questions related to duty of

care that an ECP may encounter during an influenza pan-
demic are listed in Table 1.35

Resource Allocation

During an influenza pandemic, when resources may be
scarce, a distributive form of justice likely will take prece-
dence over individual rights and autonomy. In making deci-
sions about allocation, the ethical principle of equity should
be at the forefront, such that the interests of infected
patients and non-infected patients should be preserved and
procedural fairness in decision-making is ensured.!” One
set of recommendations suggested by Upshur!® for the eth-
ical rationing of resources includes:

1. Governments and healthcare sectors must engage
stakeholders (including staff, the public, and other
partners) in determining what criteria are to be used
to make resource allocations decisions;

2. Governments and healthcare sectors must publicize,
and make accessible, decisions about rationing or pri-
oritization and the reasons behind them; and

3. Governments and healthcare sectors must ensure a
formal mechanism is in place for stakeholders to
bring forward new information, appeal or raise con-
cerns about particular allocation decisions, and
resolve disputes.

Triage protocols or decisions regarding the allocation of
resources that are necessary during an influenza pandemic
are examples of areas that present ethical dilemmas and
challenge personal value systems. For example, how is one
person chosen over another to receive resuscitation or ven-
tilator support when supplies and personnel are limited? In
2003, there were approximately 105,000 mechanical venti-
lators available for use in the US, with about 80,000 in use
at any given time in routine medical care.3® This would
mean that during a pandemic, most patients requiring a
ventilator would not have access to one. How does a society
or local hospital decide which patient receives a ventilator
over another patient? Two triage protocols have been pub-
lished to address this particular issue. Both protocols
address and incorporate the ethical principals of distribu-
tive justice and are based on the Sequential Organ Failure
Assessment (SOFA) scoring system for treatment prioriti-
zation.*®*! The protocol suggested by Hick and
O’Laughlin® is a tiered framework for restricting mechan-
ical ventilation, while the protocol suggested by Christian e#
al addresses the need for critical care by providing inclusion
and exclusion criteria.*! Both conclude that these guide-
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lines allow for a validated objective approach, but also
emphasize that establishing a process in advance for mak-
ing decisions to limit care, is more important than the spe-
cific type of decision-making tool used. Finally, they
emphasize the importance of disclosing any triage policies
in advance not only to healthcare providers, but also to the
general public so that the process is understood to be fair
and the decisions justifiable.

These recommendations recently have been put into
action. In March 2007, New York State released public
comment guidelines for the allocation of mechanical venti-
lators during a severe influenza pandemic.*? The guidelines
incorporate both an ethical framework and the clinical cri-
teria to be used in decisions regarding ventilator triage. The
two key ethical concepts of duty to care for patients and a
duty to allocate resources fairly and wisely were foremost
considerations. The guidelines also include indications for
withdrawing ventilators to benefit those patients with the
highest probability for survival, as well as specific exclusion
criteria for withholding ventilators from patients who have
the highest likelihood of mortality.*3

On a national level, the Task Force for Mass Critical
Care recently proposed a framework for the allocation of
scarce critical care resources when all resources are exhaust-
ed including during emergency mass critical care to
increase surge capacity.* The triage algorithm is composed
of specific inclusion and exclusion treatment criteria, as well
as prioritization of care. Ethical commitments that were
incorporated into the triage and allocation decisions
included: (1) limitation of individual autonomy to ensure
equitable care to all individuals without preference to any
one individual or groups of individuals; (2) transparency of
all policies regarding allocation and withdrawing or with-
holding treatments such that they can be understood and
publicly debated; and (3) procedural justice and fairness to
maximize benefit to the population served and regular and
repeated evaluation of triage operations.

The prioritization of vaccines and the availability of
antiviral drugs during a pandemic influenza are other
important ethical issues related to resource allocation. The
US Department of Health and Human Services has made
public vaccine and antiviral drug priority group recommen-
dations.*>#6 These recommendations, approved by 2 joint
Working Group consisting of two federal advisory com-
mittees that included consultant representatives of public
and private sector stakeholder organizations and academic
experts, including ethicists.

A five-tiered system outlines vaccination administration
for the entire US population, balancing vaccine allocation
to occupationally defined groups and the general popula-
tion.*® Further sub-prioritization within and between tar-

get groups needed in the event of a severe pandemic also are
outlined. Eleven groups are identified and prioritized for
allocation of antiviral drugs.*® Definitions for each of the
groups and subgroups are stated clearly as well as the ratio-
nale and justification for why certain groups were chosen
over others. This transparency is essential for public under-
standing of healthcare prioritization decisions.

Emergency care providers are included in the highest
vaccine priority group, Tier 1.4546 The rationale given for
this is that the risk of occupational exposure and infection
is high for this target group, maintaining their effectiveness
is critical, and surge capacity among healthcare sector per-
sonnel to meet increased demand is already low.*%6
Furthermore, it was reasoned that giving the healthcare
providers the highest priority will encourage continued
work in a high-exposure setting and help lessen the risk of
healthcare workers transmitting influenza to other patients
and family members.*> Antiviral drug priority group rec-
ommendations place ECPs only second to persons admit-
ted to the hospital with onset of influenza symptoms of <48
hours because they are at greatest risk for severe morbidity
and mortality. 4>

Confusion over the distributive justice approach and any
specific allocation plan may occur.#’ Different roles and
responsibilities, ethical dilemmas, emotions and exhaustion,
and the stress that will be encountered will likely add to the
confusion. Familiarity with allocation algorithms that
involve ECPs and easy accessibility to a forum for address-
ing questions and concerns about the algorithm will help to
allay this confusion. Educating and inviting comments
from the public about any allocation decisions will help to
gain public cooperation and trust and can positively impact
public attitude toward ECPs as they perform their role in
the allocation process.

Conclusions

According to the Director of the Centers for Disease
Control and Prevention, “influenza pandemic has the poten-
tial to represent the worst-case scenario of any public health
emergency”.#® During an infectious pandemic, ECPs will
be in the forefront, caring for infected and non-infected
patients, and thus, likely will be involved in critical deci-
sions. They will face unique ethical concerns as both
providers and stakeholders. Ethical dilemmas and unan-
swered questions regarding the restriction of personal liber-
ties, duty to care, and resource allocation remain substantial.
Therefore, it is essential that ECPs be knowledgeable about
not only the logistical, but also the ethical issues of a pan-
demic. Adequate representation and involvement by ECPs
in pandemic planning and a multidisciplinary team approach
to resolving these important ethical issues are essential.
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EDITORIAL COMMENTS

Ethical Considerations for Pandemic
Influenza
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Section Editor, International Health Law and  Pena ¢f a/ engage us by questioning whether existing medical ethics will help

Ecthics, Prebospital and Disaster Medicine practitioners in the face of a pandemic influenza. By implication, their article
also raises critical issues impacting law and policymaking at national and

Correspondence: international levels. We have not closed the wide gap between lethal pandemic
E-mail: michhof@comcast.net events and ethical standards designed to aid decision-making in ordinary
healthcare settings. “Ethical Considerations for Emergency Care Providers

Web publication: 29 April 2009 during Pandemic Influenza—Ready or Not...” raises issues that must be

addressed in law, policy, and ethical standards before practitioners are con-
fronted by them in the field. This article demonstrates how problematic it will
be to leave these issues for ad hoc decision-making by healthcare professionals
overwhelmed by the urgent tasks in front of them.

There is a prospective point of friction between individual interests pro-
tected by human rights law, and the “restriction of liberty in the interest of
public health (e.g., quarantine), healthcare worker’s duty to provide care,
resource allocation, and global governance implications (e.g., travel advi-
sories)” identified by the authors. National standards for quarantine, other
public health measures, and strategies ensuring social cohesion in pandemics
should be worked through by lawmakers, healthcare professionals, civil soci-
ety leaders, and public authorities before disaster strikes.

Internationally, much work also remains to be done. The World Health
Organization is providing leadership to meet the challenge of H5N1 influen-
za, and leads the way in modernizing the overall response to pandemic threats
with the new International Health Regulations. However, important ques-
tions remain about national obligations to cooperate with international author-
ities when epidemics strike and threaten to reach pandemic proportions.

I suggest that readers consider the World Association for Disaster and
Emergency Medicine’s (WADEM) future role in pandemic preparedness.
The WADEM might be well positioned to facilitate problem-solving by
framing the right questions, conducting research, and continuing publication
that aids lawmakers, healthcare professionals, public authorities, and civil soci-
ety leaders in preparing effective responses to pandemic threats. National and
international deliberation and decision-making will help resolve the impor-
tant operational issues raised by Pena and colleagues in the long term.
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