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Abstract

While a significant literature has appeared discussing theoretical ethical concerns
regarding COVID-19, particularly regarding resource prioritization, as well as a
number of personal reflections on providing patient care during the early stages of
the pandemic, systematic analysis of the actual ethical issues involving patient care
during this time is limited. This single-center retrospective cohort mixed methods
study of ethics consultations during the first surge of the COVID 19 pandemic in
Massachusetts between March 15, 2020 through June 15, 2020 aim to fill this gap.
Results indicate that there was no significant difference in the median number of
monthly consultation cases during the first COVID-19 surge compared to the same
period the year prior and that the characteristics of the ethics consults during the
COVID-19 surge and same period the year prior were also similar. Through induc-
tive analysis, we identified four themes related to ethics consults during the first
COVID-19 surge including (1) prognostic difficulty for COVID-19 positive patients,
(2) challenges related to visitor restrictions, (3) end of life scenarios, and (4) fam-
ily members who were also positive for COVID-19. Cases were complex and often
aligned with multiple themes. These patient case-related sources of ethical issues
were managed against the backdrop of intense systemic ethical issues and a near
lockdown of daily life. Healthcare ethics consultants can learn from this experience
to enhance training to be ready for future disasters.
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Introduction

The coronavirus disease 2019 (COVID-19) pandemic is a defining period in
world history. As of January 2022, there have been over 5.55 million deaths
globally, 850,575 in the United States alone, attributed to the novel coronavirus,
SARS-CoV-2 (Centers for Disease Control and Prevention [CDC], 2022). While
these numbers are staggering, they do not capture the toll this pandemic has had,
and continues to have, on every aspect of society, especially healthcare (Baines
et al., 2020). Many ethical issues have emerged in healthcare settings across
the world ranging from policies for crisis standards of care to dilemmas about
specific patient cases (Baines et al., 2020; Fins & Prager, 2020; Fischkoff et al.,
2020; Roadevin & Hill, 2021; Schmidt, Roberts, & Eneanya, 2021).

The ethics consultation service at Massachusetts General Hospital (MGH) in
Boston, Massachusetts (MA) routinely participates in policy development, per-
forms a high volume of ethics consultation, and provides education to frontline
healthcare professionals (Robinson et al., 2017). The MGH ethics service contin-
ued all of these roles throughout the first surge of the pandemic in Massachusetts,
against the backdrop of fear of the unknown, worries about scarce resources and
that care might eventually need to be rationed, evolving personal protective equip-
ment (PPE) guidelines, changing isolation and social distancing policies, and the
intense physical and emotional stress among frontline health professionals.

While a significant literature has appeared discussing theoretical ethical con-
cerns regarding COVID-19, particularly regarding resource prioritization, as well
as a number of personal reflections on providing patient care during the early
stages of the pandemic, systematic analyses of the ethical issues involving patient
care and ethics consultation during this time are limited (Emanuel et al., 2020;
Isaacs, Britton, & Preisz, 2020; Kramer, Brown, & Kopar, 2020; Robert et al.,
2020; Truog. Mitchell, & Daley, 2020). Better understanding of the experience of
ethics consultation during the first surge of the COVID-19 pandemic can inform
future policies, demonstrate the preparedness and versatility of the healthcare
ethics consultant role, and inform approaches to ethics consultation during future
episodes of disaster medicine (Fins & Prager, 2020). The aim of this study was
to describe ethics consultations at one academic medical center during the first
COVID-19 surge.

Methods

Design

We performed a single-center retrospective cohort mixed methods study of eth-
ics consultations at our center during the first surge of the COVID 19 pandemic

in Massachusetts between March 15, 2020 through June 15, 2020. This wave
was defined by the number of cases in Massachusetts, Massachusetts emergency
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orders for shutdown and phased reopening, as well as our hospital operations
(Massachusetts Department of Public Health, 2022).

Setting

MGH is an academic medical center in Boston, MA with 1,019 beds, 150 of which
are in specialized intensive care units (ICUs). In preparation for the expected surge
in critically ill patients related to COVID-19, MGH expanded its ICU capacity by
90% with six new surge ICUs, staffed by redeployed ICU nurses who were paired
with general care nurses. Over the course of the surge, MGH instituted a strict no
visitor policy with exceptions for parents and other adult caregivers of pediatric
patients, support persons of obstetric patients, caregivers of patients with a disabil-
ity, and visitors to patients at the end-of-life.

Ethics Consultation Process

The MGH Optimum Care Committee, one of the nation’s first hospital ethics com-
mittees founded in 1974, provides a high volume of yearly ethics consultations
(Robinson et al., 2017). Any member of the health care team, patient or surrogate
can request a consultation. Our interprofessional team of ethics consultants, who
are trained according to the American Society of Bioethics and Humanities (ASBH)
Core Competencies, typically initiate the consultation process on the same day as
the request (American Society for Bioethics and Humanities, 2011). Consultants
review the patient’s medical record, engage with stakeholders to understand diverse
perspectives on the ethical issues, conduct an ethical analysis, and make recommen-
dations that are documented in the medical record. The overarching aim of ethics
consults at MGH is to honor the dignity and values of each patient, mitigate con-
flict, balance ethical principles, and provide emotional support for all stakeholders
by placing the values and experience of patients at the center of deliberation (Robin-
son et al., 2017). All MGH ethics consultation case details are entered into a secure
REDCap Database for quality review and research. There has been a substantial
increase in ethics consultations over the past decade with 24 consults in 2010, 133
in 2015, and 258 in 2019. Consistent with other ethics consultation services in the
United States, the most common reason for ethics consultation at MGH is disagree-
ment regarding whether it is appropriate to continue or initiate a new life-sustaining
treatment, including CPR (Robinson et al., 2017).

Analyses

Sociodemographic and clinical characteristics of patients at MGH who had an
ethics consult during the first COVID-19 surge in Massachusetts were captured
from medical record and consult note review. Specific data definitions (i.e.,
underinsured, modified independence, etc.) are described elsewhere (Robinson
et al., 2017). Independent t-tests or Fisher’s exact tests were performed to com-
pare sociodemographic, clinical characteristics, and ethics consult characteristics
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of those patients who were COVID-19 positive versus COVID-19 negative.
To assess whether there was a change in the volume of consults related to the
COVID-19 surge, we compared the median number of ethics consults during the
surge to the same period the year prior using a Wilcoxon Rank-Sum test.

We also performed an inductive thematic analysis of the ethics consults during
the study period to enrich our understanding of the nature of the consults during
the first surge of the pandemic (Ryan & Bernard, 2003). The study team sepa-
rately reviewed medical record and ethics consult notes to identify preliminary
themes. Themes were then collectively reviewed and initial consensus categories
were identified. These were further revised with iterative sampling whereby ini-
tial themes were tested against a random sampling of cases. Study authors then
agreed upon the final broad thematic categories. Individual cases were selected to
highlight aspects of the general themes that illustrated specific ethical challenges
during the COVID surge.

The Mass General Brigham Institutional Review Board approved this study.

Results

There were 69 ethics consults (n=31 patients who were COVID-19 positive and
n=38 patients who were COVID-19 negative) at MGH during the first surge of
COVID-19 in Massachusetts. In this cohort, patients who were COVID-19 posi-
tive were older (p<0.001), more likely to be non-white (p=0.03), more likely
to be born outside of the US (p=0.005) and were more likely to have insurance
coverage (p=0.03) than patients who did not have COVID-19 (Table 1). There
were no significant differences in clinical characteristics or consultation charac-
teristics between patients with ethics consultations who were COVID-19 nega-
tive and positive (Table 2). Both groups were receiving similar numbers of life
sustaining treatments (including mechanical ventilation) and were equally likely
to have full code status and to have advance care planning documents at time of
consultation. In addition, the services requesting consultations (the majority from
Internal Medicine) and the roles of consultors (most commonly physicians and
nurses) was also similar.

There was no significant difference in the median number of monthly consulta-
tion cases during the first COVID-19 surge compared to the same period the year
prior (23 vs 19, p=0.27). Figure 1 shows the trends in ethics consults from March
2019 through October 2020. The characteristics of the ethics consults during the
COVID-19 surge and same period the year prior were also similar (Figure 2) with
the most common reasons for consultation relating to goals of care in setting of poor
prognosis and disagreement about code status.

Through inductive thematic analysis, we identified four themes related to eth-
ics consults during the first COVID-19 surge including (1) prognostic difficulty for
COVID-19 positive patients, (2) challenges related to visitor restrictions, (3) end of
life scenarios, and (4) family members who were also positive for COVID-19. Cases
were complex and often aligned with multiple themes.
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Ethics Consults During Initial COVID Surge (3/15/20-6/15/20)
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Fig. 1 Trends in ethics consults from March 2019 through October 2020

Changes in Common Ethics Consult Characteristics
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Fig. 2 Characteristics of the ethics consults during the COVID-19 surge and same period the year
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Prognostic Difficulty

The lack of data regarding COVID-19 treatment and outcomes contributed to prog-
nostic complexity for COVID-19 patients during the first surge. This, in turn, fed
into ethical concerns around advanced life support, an additional theme in our cases.
Prognostic difficulty ranged from when to initiate or terminate an intervention such
as mechanical ventilation, to the potential ineffectiveness of interventions, to uncer-
tain likelihood of survival. Because of the emerging nature of the clinical guide-
lines given the novel virus, questions arose about whether enough time had passed
before making a decision to focus on comfort versus to forge ahead with aggressive
treatment, and who should make these decisions. The clinical guidelines were being
developed in real time during this first surge of COVID-19, and thus decisions at the
bedside were based on the best available data.

Distress among clinicians emerged related to the lack of clarity regarding what
constituted a reasonable therapeutic trial, particularly when it was becoming evident
that cohorts of COVID-19 patients receiving prolonged mechanical ventilation actu-
ally could recover (Tornari et al., 2021). Furthermore, it was our experience that
the availability, uncertainty, and politicization of potential therapeutics created space
for more disagreements over life-sustaining treatments. In one case, an ethics con-
sult was requested for a patient who was COVID-19 positive with progressive high
flow oxygen needs. He refused intubation and mechanical ventilation despite urging
from the team to accept these interventions. At the same time, however, he requested
experimental medications that he had read about in the media. Ethics consultants
assisted in building a bridge of shared communication between the team and the
patient in hopes of achieving shared understanding of both perspectives. The patient
was ultimately managed without intubation and eventually recovered. In another
case, of a 79-year-old patient, the team recommended a tracheostomy or mov-
ing toward comfort care for a patient who was critically ill with COVID-19, who
they stated would not be able to tolerate extubation without a tracheostomy. The
patient had left hemiplegia from a stroke six years prior, was wheelchair depend-
ent, and resided in a nursing home. He had advanced coronary artery disease, was
on 2 L of oxygen at baseline and had a poor mental status. He had been hospital-
ized several times over past years with pneumonia, received surgery one year prior
for invasive colon cancer, and even with the new COVID-19 diagnosis, his family
desired aggressive life sustaining treatment. The patient’s family struggled with the
decision but eventually chose against tracheostomy; yet, they were also not ready to
transition care to comfort. A few days later he was ready for extubation and success-
fully transitioned to breathing without any supplemental oxygen, underscoring the
uncertainty of prognostication related to the new virus. As the patient’s mental sta-
tus remained poor, the ethics consultation recommendation for DNR and DNI was
finally accepted, and the patient died peacefully a few days later on a medical unit.
While a level of prognostic uncertainty in acute care often exists, in this case, physi-
cians including physical medicine and rehabilitation and palliative care believed that
comfort measures was the most optimum plan. However, conveying this prognosis
in a way that the family might appreciate it was challenging given their history of
requesting full, aggressive life sustaining treatment.
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Challenges Related to Visitor Restrictions

Hospital visitor restrictions were initiated early in the COVID-19 pandemic. On adult
units, no visitors were allowed unless the patient was at end of life, at which time two
persons, with documentation of COVID-19 negative status, were allowed in. Thus,
communication between the care team and surrogates most often occurred via phone
or video conferencing. This limited the opportunity to build trust and therapeutic rap-
port during the most challenging time that healthcare systems, families and society has
known in most of our lifetimes. Some surrogate decision makers were unable to see
how sick their loved ones were and could not visualize their suffering, or conversely,
could see through video, yet not be present with their loved ones. In one case, the team
had multiple remote meetings with the many adult children of an elder male COVID-
19 patient. This family was having great difficulty accepting that their father was at the
end of his life. After more than 6 weeks of hospitalization, much of it in the ICU, the
patient’s son came into hospital to meet with the team and to see his father. There had
been a long history of this family requesting full life support over the years, even in
the setting of the patient’s nursing home residence of many years. During his visit, the
patient’s son was tearful and commented that it was sad to see his father in his current
condition. Shortly after this in-person visit, the patient’s family accepted the physician’s
recommendation, supported by the ethics consultation, that the patient was at the end
of his life and care should be focused on comfort. Seeing his father and interacting with
the team allowed for a deeper understanding of the situation and created the opportu-
nity for acceptance that his father was dying despite the medical team’s best efforts.

There were also multiple instances in which families, when permitted to come in to
see their loved ones at end of life, declined because of fear of contracting COVID-19
themselves. For example, early on in the surge, the ethics service was consulted for a
patient in her late 80’s who was dying from progressive hypoxemic respiratory failure
in the setting of COVID-19. The patient’s family struggled to accept the severity of the
patient’s illness and the relationship with the medical team was strained. The family’s
grief manifested in anger toward the team, and they often demanded specific treatments
that they had seen in the media, including remdesivir and hydroxychloroquine. The sci-
ence during this time was rapidly evolving and while remdesivir was in time shown to
be an effective treatment, hydroxychloroquine was not (Beigel et al., 2020; Reis et al.,
2021). Although the patient did not meet official visitor policy requirements, the team,
in efforts to repair the relationship with the family, offered the opportunity for them to
come in-person to see the patient and meet with the team. Despite previously demand-
ing the right to visitation, when offered, the family declined citing the risk of infection.
Surrogates are essential members of the care team whose role was complicated by the
inability to be present at the bedside.

End-of-Life Scenarios
Another common theme among ethics consults during the first COVID-19 surge was

the complex end-of-life scenarios that the circumstances of the pandemic created.
The impact of the surge on the continuum of care led to patients remaining in the
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hospital for end-of-life care rather than transitioning to an inpatient or home hospice
setting. For example, a 71-year-old man who resided in a nursing home for several
years was hospitalized for three weeks with COVID-19 and died a week after com-
fort measures were instituted. The patient had several strokes in the past, had severe
cognitive impairment and was contracted, along with multiple medical problems.
Over the years physicians had attempted goals of care discussions with his daughter;
however, she continued to advocate for life-sustaining treatment, and this persisted
through his severe COVID illness. The medical team, palliative care clinicians and
ethics consultants, upon arriving at a comfort-oriented plan with the daughter for her
father, offered that the patient remain hospitalized until death. This served a practi-
cal purpose—preventing an additional COVID exposure at his nursing home—and
enhanced the daughter’s trust in the team. The patient’s long-term care facility could
not take him back given the status of such facilities during this pandemic and his
daughter was unable to take her father home given the family’s fear of having him in
the home with a pregnant family member. Typically, in cases of complex discharge,
the case management team works diligently to identify another realistic discharge
option. During this first surge of COVID-19, circumstances along the continuum
of care were evolving so quickly with different rules emerging each day for post-
acute placement. In this case, the daughter was unsure of where her father would be
discharged which further complicated end of life decision making. We have found
anecdotally in the past that some families believe end of life conversations are finan-
cially motivated or with the goal of freeing a bed for another patient. In this case, as
in other past cases, the assurance of care until death allayed family concerns within
these domains.

Family Members Positive for COVID-19

Prior to the emergence of COVID-19, it was rare for a critically ill patient for whom
an ethics consult was placed to also have family members who had complex or
life-threatening medical conditions. During the first surge of COVID-19, another
common theme of the ethics consultations for patients who were admitted with a
diagnosis of COVID-19 was the parallel COVID-19 diagnosis among their fam-
ily members. In some cases, ill family members were unable to fulfill their role as
surrogate decision maker. For example, a man was admitted to our center for acute
hypoxic respiratory failure after having COVID-19 symptoms for two weeks. The
patient was unable to speak for himself but his significant other who was his health-
care agent was hospitalized elsewhere, also diagnosed with COVID-19, and thus was
unavailable to participate in decision-making with the team. The health care agent’s
daughter stepped in, however, and she and the social worker located a MOLST form
that had been signed by the patient a few years earlier, which was used to guide
decision making on behalf of the patient. Another consequence of concurrently ill
family members was that surrogate decision makers were coping with multiple criti-
cally ill loved ones at the same time. In one case, the ethics service was consulted
for a patient with hypoxemic respiratory failure secondary to COVID-19 pneumonia
whose wife was also admitted and intubated for COVID-19. The patient’s daughter
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was the decision maker for both of her parents, who were critically ill at the same
time. The patient’s daughter and her husband were also eventually admitted for
COVID-19 during her parent’s hospitalization but stabilized and were discharged
home. Families were overwhelmed with sickness and fear, challenging their ability
to support the ill patient. As healthcare teams cared for a specific patient, the reali-
ties of sick families affected by COVID-19 was evident.

Discussion

The main findings our retrospective review of ethics consultations at MGH during
the first COVID-19 pandemic surge in Massachusetts adds patient-family-clinician
case specificity to broader ethical problems that were articulated in the pandemic.
Early in the pandemic, it was clear that there was not enough PPE to meet the
demand, specifically N95 masks, causing institutions to establish strict usage and
reuse policies. There was also early fear that crisis standards of care would need to
determine which patients would be placed on a ventilator. Leaders in clinical eth-
ics published recommendations and guidance to promote the ethical distribution of
these scarce resources (Emanuel et al., 2020; Peterson, Largent, & Karlawish, 2020;
Ranney et al., 2020). Intense discourse and debate ensued regarding how to con-
sider centuries of systemic racism built into the US healthcare system in the context
of crisis standard of care guidelines that triage patients with certain comorbidities
(Schmidt, Roberts, & Eneanya, 2021) and even ageism related to lockdowns (Law-
rence & Harris, 2021). Interpreting ethics consultation themes during this period
against the backdrop of systemic issues relating to scarce resources, inability of
healthcare facilities to maintain pre-pandemic infection control policies regarding
use of PPE, and the stark impact of COVID-19 on racial and ethnic minorities allows
for a better appreciation of the distress and need for healthcare ethics consultation.
Our study on ethics consultation in the COVID-19 pandemic revealed: (1) there
was not a significant increase in consultation volume compared to the same time the
year prior, (2) there were no differences in clinical or consultation characteristics for
patients with ethics consultations between those who were COVID-19 positive and
negative, (3) there were demographic differences with COVID-19 positive patients
more likely to be older, non-white, born outside of the US, and have insurance. Four
themes of ethics consultations during the first surge of COVID-19 emerged includ-
ing prognostic difficulty for COVID-19 positive patients, challenges related to visitor
restrictions, end of life scenarios, and family members concurrently ill with COVID-
19. Taken together, these findings suggest that, while the ethical issues requiring
ethics consultation during an unprecedented global pandemic were like prior cases,
there were a number of added significant ethical complexities during the pandemic.
While there are limited published reports on ethics consultation during COVID-
19, our findings align with the experiences of other large academic medical cent-
ers that were caring for large numbers of COVID-19 patients early in the pandemic
in New York City (Fins & Prager, 2020; Fischkoff et al., 2020; Friedman et al.,
2020; Huberman et al., 2020). Our service did not, however, experience a signifi-
cant increase in consult volume. In contrast, New York Presbyterian Columbia had
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a 400% increase in consults compared to the same time period the year prior when
they had 25 ethics consults (Fins & Prager, 2020; Fischkoff et al., 2020). New York
Presbyterian-Weill Cornell Medicine Hospitals reported a total of 93 ethics consults
from March 16th to May 10, 2020 but did not report the number or percent increase
from the year prior. Notably, the MGH ethics service receives a higher volume of
consults at baseline.

As with other studies, the most common reasons for ethics consults during the
initial surge related to goals of care in setting of poor prognosis and disagreement
about code status. Furthermore, our findings that patients who were COVID-19 pos-
itive were more likely be non-white and born outside of the US than patients who
were COVID-19 negative add to the existing literature highlighting the dispropor-
tionate impact of COVID-19 on racial and ethnic minorities (Andrasfay & Goldman,
2021; Bassett, Chen, & Krieger, 2020). Patients in this study who were COVID-19
positive were also found to be more likely to have insurance than patients who were
COVID-19 negative. This finding may be explained by COVID-19 positive patients
being older and having Medicare coverage or potentially underinsured individu-
als delaying seeking care. The themes that emerged from the qualitative analysis
of cases during the initial surge at MGH provide rich context for interpreting the
numbers that alone incompletely capture the ethical complexities during the initial
surge. The four themes of ethics consults including challenges related to prognostic
difficulty for COVID-19 positive patients, visitor restrictions, end of life scenarios,
and sick family members speak to the lived experience and distress of those patients
and staff who were in the hospital during this surge.

As more than half of the US adult population is now fully vaccinated against
COVID-19, there is space to reflect on the role the healthcare ethics consultations
played during the initial surge (Centers for Disease Control and Prevention, 2022).
Although our findings show no increase in cases during the surge, the experience of
the consultation was different. Healthcare ethics consultants learned the benefits and
burdens of teleconferencing with families of patients and the influence of in person
visitors on care plans. In the beginning of the first surge in Massachusetts, little was
known about the spread of infection and while the visitor policy and restrictions
changed the way care was delivered, there was not significant criticism amongst
healthcare providers as it was perceived to be a way of protecting them and patients.
Our ethics consultation service supported the ethical decision-making around the
flexibility of the policy that was required in each situation. Furthermore, our ethics
service was prepared to respond to patient specific cases, support bedside clinicians,
and participate in the development of emergent policies, including statewide Crisis
Standards of Care ( The Commonwealth of Massachusetts Crisis Standards of Care
Advisory Working Group, 2020). Our institution has a Hospital Incident Command
System (HICS) that led the management of all personal protective equipment (PPE).
While the ethics service was represented on our HICS and supported ethical deci-
sion-making, the ethics consultation service did not manage supply. We did however
support frontline clinicians who were fearful of PPE shortages and personal safety
and managing distress around perceived PPE rationing.

Although frontline clinicians were experiencing unprecedented distress, includ-
ing moral distress, they continued to recognize ethical challenges and sought out
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ethics consultation to optimize patient care (Cadge et al., 2021; Morley et al., 2020).
Additionally, throughout the first surge of the COVID-19 pandemic, our ethics con-
sultation service remained onsite responding to consults in person with the bedside
clinicians and supporting “listening rounds” during which we met with clinicians to
process their experience in real time. The resulting persistent burnout amongst all
health professionals did not become fully evident until the end of this first surge. As
healthcare institutions and the entire world resets and moves on to a post pandemic
world (Baines et al., 2020), it is imperative that healthcare ethics consultants recog-
nize the shared trauma that healthcare workers experienced (Blackler et al., 2021)
and consider how to build resilience and ongoing ethical decision making capacity
(Resnick & Fins, 2021).

Conclusion

The experience of ethics consultation at our institution during the initial surge of
COVID-19 as depicted in this analysis included challenges related to prognostic dif-
ficulty for COVID-19 positive patients, visitor restrictions, end of life scenarios, and
sick family members. These patient case-related sources of ethical issues were man-
aged against the backdrop of intense systemic ethical issues and a near lockdown
of daily life. Healthcare ethics consultants were prepared to respond in a time of
crisis and can learn from this experience to enhance training to be ready for future
disasters.

Declarations

Conflict of interest The authors have no conflicts of interest to declare that are relevant to the content of
this article.

References

American Society for Bioethics and Humanities. (2011). Core Competencies for Healthcare Ethics Con-
sultations (2nd ed.). American Society for Bioethics and Humanities.

Andrasfay, T., & Goldman, N. (2021). Reductions in 2020 US life expectancy due to COVID-19 and the
disproportionate impact on the Black and Latino populations. Proceedings of the National Academy
of Sciences, 118(5), €2014746118. https://doi.org/10.1073/pnas.2014746118

Baines, P., Draper, H., Chiumento, A., Fovargue, S., & Frith, L. (2020). COVID-19 and beyond: The
ethical challenges of resetting health services during and after public health emergencies. Journal of
Medical Ethics, 46, 715-716. https://doi.org/10.1136/medethics-2020-106965

Bassett, M. T., Chen, J. T., & Krieger, N. (2020). Variation in racial/ethnic disparities in COVID-19 mor-
tality by age in the United States: A cross-sectional study. PLOS Medicine, 18(2), e1003541. https://
doi.org/10.1371/journal.pmed.1003402

Beigel, J. H., Tomashek, K. M., Dodd, L. E., Mehta, A. K., Zingman, B. S., Kalil, A. C., et al. (2020).
Remdesivir for the treatment of Covid-19—Final report. New England Journal of Medicine,
383(19), 1813-1826. https://doi.org/10.1056/NEIMo0a2007764

@ Springer


https://doi.org/10.1073/pnas.2014746118
https://doi.org/10.1136/medethics-2020-106965
https://doi.org/10.1371/journal.pmed.1003402
https://doi.org/10.1371/journal.pmed.1003402
https://doi.org/10.1056/NEJMoa2007764

HEC Forum

Blackler, L., Scharf, A. E., Masciale, J. N., Lynch, K. A., Riches, J. C., Matsoukas, K., et al. (2021). Staff
experiences at a New York City medical center during the spring peak of the Covid-19 pandemic: A
qualitative study. Research Square, 1s.3.rs-268807. https://doi.org/10.21203/rs.3.rs-268807/v1

Cadge, W., Lewis, M., Bandini, J., Shostak, S., Donahue, V., Trachtenberg, S., Grone, K., Kacmarek,
R., Lux, L., Matthews, C., McAuley, M. E., Romain, F., Snydeman, C., Tehan, T., & Robinson, E.
(2021). Intensive care unit nurses living through COVID-19: A qualitative study. Journal of Nursing
Management, 29(7), 1965-1973. https://doi.org/10.1111/jonm.13353

Centers for Disease Control and Prevention. (2022, January 18). COVID-19 Cases, Deaths, and Trends in
the US | CDC COVID Data Tracker. Centers for Disease Control and Prevention. Retrieved March ,
2022, from https://covid.cdc.gov/covid-data-tracker

Emanuel, E. J., Persad, G., Upshur, R., Thome, B., Parker, M., Glickman, A., Zhang, C., Boyle, C., Smith,
M., & Phillips, J. P. (2020). Fair allocation of scarce medical resources in the time of Covid-19. New
England Journal of Medicine, 382(21), 2049-2055. https://doi.org/10.1056/NEJMsb2005114

Fins, J. J., & Prager, K. M. (2020). The COVID-19 crisis and clinical ethics in New York City. Journal of
Clinical Ethics, 31(3), 228-232.

Fischkoff, K., Neuberg, G., Dastidar, J., Williams, E. P., Prager, K. M., & Dugdale, L. (2020). Clinical
Ethics Consultations during the COVID-19 pandemic surge at a New York City Medical Center.
Journal of Clinical Ethics, 31(3), 212-218.

Friedman, D. N., Blackler, L., Alici, Y., Scharf, A. E., Chin, M., Chawla, S., James, M. C., & Voigt, L.
P. (2020). COVID-19-related ethics consultations at a cancer center in New York City: A content
review of ethics consultations during the early stages of the pandemic. JCO Oncology Practice,
17(3), 369—-e376. https://doi.org/10.1200/0P.20.00440

Huberman, B. J., Mukherjee, D., Gabbay, E., Knowlton, S. F., Green, D. S. T., Pandya, N., et al. (2020).
Phases of a pandemic surge: The experience of an ethics service in New York City during COVID-
19. Journal of Clinical Ethics, 31(3), 219-227.

Isaacs, D., Britton, P. N., & Preisz, A. (2020). Ethical reflections on the COVID-19 pandemic: The epide-
miology of panic. Journal of Paediatrics and Child Health, 56(5), 690-691. https://doi.org/10.1111/
jpc.14882

Kramer, J. B., Brown, D. E., & Kopar, P. K. (2020). Ethics in the time of coronavirus: Recommendations
in the COVID-19 pandemic. Journal of the American College of Surgeons, 230(6), 1114-1118.
https://doi.org/10.1016/j.jamcollsurg.2020.04.004

Lawrence, D. R., & Harris, J. (2021). Red herrings, circuit-breakers and ageism in the COVID-19 debate.
Journal of Medical Ethics, 47(9), 645-646. https://doi.org/10.1136/medethics-2020-107115

Massachusetts Department of Public Health. (2022, January 18). COVID-19 Dashboard. Retrieved
March 7, 2022, from https://www.mass.gov/info-details/covid-19-response-reporting

Morley, G., Grady, C., McCarthy, J., & Ulrich, C. M. (2020). Covid-19: Ethical challenges for nurses.
Hastings Center Report, 50(3), 35-39. https://doi.org/10.1002/hast.1110

Peterson, A., Largent, E. A., & Karlawish, J. (2020). Ethics of reallocating ventilators in the covid-19
pandemic. BMJ, 369, m1828. https://doi.org/10.1136/bmj.m1828

Ranney, M. L., Griffeth, V., & Jha, A. K. (2020). Critical supply shortages—the need for ventilators and
personal protective equipment during the Covid-19 pandemic. New England Journal of Medicine,
382(18), e41(1)-e41(3). https://doi.org/10.1056/NEJMp2006141

Reis, G., dos Moreira Silva, E. A., & S., Medeiros Silva, D. C., Thabane, L., Singh, G., Park, J. J. H,,
et al. (2021). Effect of early treatment with Hydroxychloroquine or Lopinavir and Ritonavir on risk
of hospitalization among patients with COVID-19: The TOGETHER randomized clinical trial.
JAMA Network Open. Retrieved March 7, 2022, from https://jamanetwork.com/journals/jamanetwor
kopen/fullarticle/2779044. https://doi.org/10.1001/jamanetworkopen.2021.6468

Resnick, K. S., & Fins, J. J. (2021). Professionalism and resilience after COVID-19. Academic Psychia-
try, 45(5), 555-556. https://doi.org/10.1007/s40596-021-01416-z

Roadevin, C., & Hill, H. (2021). How can we decide a fair allocation of healthcare resources during a
pandemic? Journal of Medical Ethics, 47(12), e84. https://doi.org/10.1136/medethics-2020-106815

Robert, R., Kentish-Barnes, N., Boyer, A., Laurent, A., Azoulay, E., & Reignier, J. (2020). Ethical dilem-
mas due to the Covid-19 pandemic. Annals of Intensive Care, 10(1), 84. https://doi.org/10.1186/
$13613-020-00702-7

Robinson, E. M., Cadge, W., Erler, K., Brackett, S., Bandini, J., Cist, A., et al. (2017). Structure, opera-
tion, and experience of clinical ethics consultation 2007-2013: A Report from the Massachusetts
General Hospital Optimum Care Committee. Journal of Clinical Ethics, 28(2), 137-152.

@ Springer


https://doi.org/10.21203/rs.3.rs-268807/v1
https://doi.org/10.1111/jonm.13353
https://covid.cdc.gov/covid-data-tracker
https://doi.org/10.1056/NEJMsb2005114
https://doi.org/10.1200/OP.20.00440
https://doi.org/10.1111/jpc.14882
https://doi.org/10.1111/jpc.14882
https://doi.org/10.1016/j.jamcollsurg.2020.04.004
https://doi.org/10.1136/medethics-2020-107115
https://www.mass.gov/info-details/covid-19-response-reporting
https://doi.org/10.1002/hast.1110
https://doi.org/10.1136/bmj.m1828
https://doi.org/10.1056/NEJMp2006141
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2779044
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2779044
https://doi.org/10.1001/jamanetworkopen.2021.6468
https://doi.org/10.1007/s40596-021-01416-z
https://doi.org/10.1136/medethics-2020-106815
https://doi.org/10.1186/s13613-020-00702-7
https://doi.org/10.1186/s13613-020-00702-7

HEC Forum

Ryan, G. W., & Bernard, H. R. (2003). Techniques to identify themes. Field Methods, 15(1), 85-109.
https://doi.org/10.1177/1525822X02239569

Schmidt, H., Roberts, D. E., & Eneanya, N. D. (2021). Rationing, racism and justice: Advancing the
debate around ‘colourblind’ COVID-19 ventilator allocation. BMJ, 48, 126—130. https://doi.org/10.
1136/medethics-2020-106856

The Commonwealth of Massachusetts Crisis Standards of Care Advisory Working Group. (2020). Crisis
Standards of Care Planning Guidance for the COVID-19 Pandemic. Retrieved March 7, 2022, from
https://www.mass.gov/doc/crisis-standards-of-care-planning-guidance-for-the-covid- 19-pandemic/
download

Tornari, C., Surda, P., Takhar, A., Amin, N., Dinham, A., Harding, R., Ranford, D. A., Archer, S. K.,
Wyncoll, D., et al. (2021). Tracheostomy, ventilatory wean, and decannulation in COVID-19
patients. European Archives of Oto-Rhino-Laryngology, 278(5), 1595-1604. https://doi.org/10.
1007/s00405-020-06187-1

Truog, R. D., Mitchell, C., & Daley, G. Q. (2020). The toughest triage—Allocating ventilators in a pan-
demic. New England Journal of Medicine, 382(21), 1973-1975. https://doi.org/10.1056/NEJMp
2005689

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.

Authors and Affiliations

Kimberly S. Erler’2® . Ellen M. Robinson'- - Julia I. Bandini'* - Eva V. Regel -
Mary Zwirner' - Cornelia Cremens’® - Thomas H. McCoy'-® - Fred Romain'6 .
Andrew Courtwright'”

! Optimum Care Committee, Massachusetts General Hospital, 55 Fruit Street, Boston,

MA 02114, USA

School of Health and Rehabilitation Science, MGH Institute of Health Professions, Boston, MA,
USA

Patient Care Services Office of Quality, Safety and Practice, Boston, MA, USA
4 RAND Corporation, Boston, MA, USA

Department of Psychiatry, Massachusetts General Hospital, Boston, MA, USA
Respiratory Care, Mass General Hospital, Boston, MA, USA

Pulmonary and Critical Care Medicine, Hospital of University of Pennsylvania, Philadelphia,
PA, USA

@ Springer


https://doi.org/10.1177/1525822X02239569
https://doi.org/10.1136/medethics-2020-106856
https://doi.org/10.1136/medethics-2020-106856
https://www.mass.gov/doc/crisis-standards-of-care-planning-guidance-for-the-covid-19-pandemic/download
https://www.mass.gov/doc/crisis-standards-of-care-planning-guidance-for-the-covid-19-pandemic/download
https://doi.org/10.1007/s00405-020-06187-1
https://doi.org/10.1007/s00405-020-06187-1
https://doi.org/10.1056/NEJMp2005689
https://doi.org/10.1056/NEJMp2005689
http://orcid.org/0000-0002-8128-7917

	Clinical Ethics Consultation During the First COVID-19 Pandemic Surge at an Academic Medical Center: A Mixed Methods Analysis
	Abstract
	Introduction
	Methods
	Design
	Setting
	Ethics Consultation Process
	Analyses

	Results
	Prognostic Difficulty
	Challenges Related to Visitor Restrictions
	End-of-Life Scenarios
	Family Members Positive for COVID-19

	Discussion
	Conclusion
	References




