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Abstract
Background: Healthcare professionals (HCPs) face a myriad of ethical challenges during the coronavirus disease 2019

(COVID-19) pandemic. However, there is limited literature examining the ethical challenges faced by HCPs in low- and

medium-income countries. The research was designed to explore the ethical challenges experienced by HCPs in a

Malaysian hospital setting during the pandemic.

Methods: Semistructured interviews were conducted via video calls with 10 Malaysian HCPs across different clinical dis-

ciplines involved in managing patients diagnosed with COVID-19 infections. The calls were audio-recorded, transcribed

verbatim and checked. Thematic analysis with constant comparison across transcripts was carried out to identify categor-

ies and themes.

Results: Three main themes emerged. Firstly, there was deprioritisation of care for non-COVID-19 patients resulting

from resource limitations. HCPs raised concerns that there was curtailed access to various healthcare services by

non-COVID-19 patients. There was also a trade-off between protecting individual patient safety and public health inter-

ests. Secondly, patients were disempowered from decision-making; the decision to segregate suspected COVID-19

patients to high-risk areas without seeking patients’ approval may result in an increased risk of infection. Lastly, HCPs

expressed internal conflicts when balancing the professional duty of care against concerns about contracting COVID-

19 and spreading it to their family members.

Conclusion: The study highlighted ethical issues faced by HCPs in Malaysia during the pandemic. It underscores the need

for clinical ethics consultation services in hospitals to navigate the various ethical dilemmas.
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Background
Coronavirus disease 2019 (COVID-19) has posed unprece-
dented health, social, economic, and ethical challenges in
recent times. Lives have been lost and livelihoods disrupted
at an exceptional rate. As of 1 February 2022, two years
since the World Health Organization (WHO) declared
COVID-19 as a pandemic, 440,807,756 people worldwide
have been infected with COVID-19, and more than 5.9
million have died.1 In Malaysia, multiple waves of
COVID-19 and its variants have caused more than 33,000
deaths.2

Healthcare professionals (HCPs) face a myriad of ethical
challenges during the COVID-19 pandemic. In broad terms,
these challenges revolve around the questions of how to
ethically balance a physician’s duties to patients and the

wider community and how to distribute scarce resources
equitably.3 Because, as noted by Berlinger, HCPs are
trained to care for individuals, the shift from patient-centred
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practice to patient care guided by public health considera-
tions creates great tension, especially for clinicians
unaccustomed to working under emergency conditions
with scarce resources.4 There have also been concerns
with personal safety that HCPs face while delivering care
to COVID-19 patients as they have had to take significant
protective measures to reduce the risk of getting infected
and passing the infection to their loved ones.5

Clinical ethics has played a big role in the clinical man-
agement of patients during the pandemic – ethicists can
identify the values translated from clinical and public
health ethics guidance to support and guide healthcare pro-
viders and members of the public in pandemic responses.6

They can also explain shifts in how various values are
balanced against each other, with increased emphasis on
values such as solidarity, the precautionary principle, reci-
procity, and least restrictive means while being inclusive
of the contextual details and values of individual patients.6

As such, clinical ethics support can and has formed an inte-
gral part of the response to the challenges faced by HCPs
and directly improved the care of patients.

However, beyond providing immediate support, ethicists
should also work towards pandemic preparedness and
develop sound clinical ethics frameworks for healthcare pro-
vision during public health emergencies that balance the
patient-centred duty of care (the focus of clinical ethics
under normal conditions), with public-health-focused duties.
With this in mind, and recognising that although ethical chal-
lenges faced by doctors in the Malaysian setting may be
similar, there are also likely to be differences in how
Malaysian HCPs experience or frame the ethical challenges
they face. Also, the means and manner of how they are
resolved will be different compared to the experiences of
their peers in other countries, as ethical issues are necessarily
contextual. To date, there is very limited literature examining
the ethical challenges Malaysian doctors face in the clinical
setting in general and in particular, the ethical challenges
faced during this pandemic. This research aimed to explore
the ethical challenges experienced by HCPs in a Malaysian
hospital setting during the COVID-19 pandemic so that a
context-appropriate and meaningful ethical framework can
be drawn up based on well-analysed empirical data.

Methodology
Using qualitative methodology, we explored the clinical
ethical dilemmas Malaysian HCPs faced during the
COVID-19 pandemic and how they coped with these
ethical dilemmas. A descriptive-interpretive approach was
used to identify factors that influenced doctors’ experiences
and decision-making, with the intention of developing an
intervention to guide medical doctors in navigating these
clinical ethical dilemmas.

In Malaysia, the Klang Valley, comprising the state of
Selangor, the Federal Territories of Kuala Lumpur and

Putrajaya, was the worst-hit region during the COVID-19
pandemic, with 12 infected cases per 100 people.7 In
order to gain fresh and textured perspectives on the
ethical issues faced by Malaysian HCPs during the
COVID-19 pandemic, we conducted interviews with a
total of 10 HCPs at a tertiary academic healthcare institution
in Malaysia between February 2021 and April 2021.
Participants were recruited one year into the pandemic.
Inclusion criteria included registered medical practitionersa

working in Malaysia who have managed patients with or
suspected of COVID-19 infections. We used a purposive
sampling approach to identify participants based on their
disciplines and seniority so that diverse clinical ethical chal-
lenges were captured. Our participants ranged from medical
officers to consultants from primary care, emergency
department (ED), infectious disease department, anaesthesi-
ology and intensive care, and social and preventive medi-
cine. Interviewee demographics are summarised in
Table 1. A semi-structured interview guide was formulated
based on a literature review, decision-making and behav-
ioural theories, and expert discussion to capture the clinical
ethics dilemmas encountered by medical doctors and gain
insights into how such dilemmas were managed.
Individual in-depth interviews also enabled us to elicit the
interviewee’s own views and descriptions.

All interviews were conducted via video calls which
were recorded and transcribed verbatim. The research
team comprised a bioethicist, clinical ethicist and qualita-
tive researcher, all with 5 to 10 years of experience in
their respective fields. The same interviewers were involved
in all interviews conducted to ensure consistency. The inter-
viewers were not employees of the hospital, and the tran-
scriptions were independently checked before analysis
using the NVivo software. The interviewers used a standard
interview guide with a list of questions (see Supplemental
Appendix 1) to interview the participants to ensure that
the main topics were covered consistently. Axial coding
was then conducted to identify index themes and categories,
with an iterative process and comparison across transcripts

Table 1. Interviewee demographics*

Codes Department Position

HCP1 Anaesthesiology and Intensive care Specialist

HCP2 Infectious Disease Consultant Consultant

HCP3 Primary Care Specialist

HCP4 Infectious Disease Specialist

HCP5 Primary Care Consultant Consultant

HCP6 Emergency Department Medical Officer

HCP7 Emergency Department Consultant

HCP8 Emergency Department Medical Officer

*Medical officers are registered doctors who do not have a postgraduate

degree. Specialists are doctors who have postgraduate degrees, whereas

consultants are postgraduate specialists with substantial practising

experience.
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being constantly carried out to ensure the credibility of
data. All 10 interviews were analysed in depth, but data
from 8 interviewees most relevant to clinical ethics
were extracted. Participant diversity in terms of their
level of exposure to patients gave rise to different per-
spectives on the same issue, which will be highlighted
in the ‘Results’ section.

Results
We identified three main themes as discussed below.

1. Deprioritisation of care of non-COVID-19 patients

HCPs struggled with the levels of care they were providing
to non-COVID-19 patients because of two main reasons.
Firstly, large amounts of resources and workforce were
diverted to manage the institution’s COVID-19 response,
and secondly, the fear of unknowingly treating infectious
persons. Three sub-themes were observed in this regard.

a. Compromised management of non-COVID-19 patients

Delay and reduction of services because of limited
resources and manpower
Based on the interviewees’ experiences, there was a drastic
reduction in the services that were available to
non-COVID-19 patients, ‘we went from 12 lists a day in
[the] operating theatre to 3 lists a day’ (HCP1).

HCPs wrestled with bad patient outcomes as a result of
delays in diagnosis and treatment.

We feel really bad that services for non-COVID [patients]
were disrupted. And you know, now we know that a lot
of oncology patients, for example, that diagnosis got
delayed, their scans got delayed, the treatments got
delayed, a lot of oncology patients died because of the
delay. (HCP2)

Regular appointments were repeatedly rescheduled in
order to limit the number of patients attending clinics.
Concerns were raised about the lack of regular blood tests
and patient blood pressure monitoring, which resulted in
harm to patients.

Or probably they come in without any blood test for over
the past one year … so we know that patients who have
without any chronic kidney disease suddenly turned out
this year with a very bad kidney profile and turned out to
be a kidney disease. But we have no idea telling why that
happened. Because we haven’t had a blood test for like,
one year plus. (HCP3)

Delay and reduction of services because of fear of
potentially infectious patients
In some instances, especially during the early phase of the
pandemic, urgent scans and surgeries were delayed
because of fears that patients might be infectious, and
could jeopardise the safety of HCPs and other patients.

…Because of the fear of the infectiousness of the disease. An
example would be if they needed scans urgently, but there
was a fear that this [patient] would be infectious. So they
would say wait to rule out the infection first, then we will
proceed with the scan … You know, in some cases where
surgery is urgent, whether it was, you know, put off a little
bit more, even if the benefits outweigh the risks. (HCP4)

b. Curtailed access to healthcare services for non-COVID-19
patients

HCPs had to make difficult decisions in prioritising certain
patients or care as a result of limited resources and work-
force. HCPs working in the primary care, emergency and
intensive care settings were at the forefront of these encoun-
ters and expressed unease about certain aspects of triaging.

In the primary care setting, not all patients could be seen
in the clinics. In such situations, HCPs had to prioritise
which patients to see. Those presenting for regular follow-
ups and had no active problems to report – just coming for a
renewal of prescriptions or blood test results review – were
managed at the front counter without any physical review
by the doctors. ‘I’ll just have a quick look at your blood
result. If there is nothing dangerous, then we’ll see you
another time’ (HCP3).

The fact that patients could not have proper follow-up
appointments was a cause for distress as one of the HCPs
felt that patients often took the opportunity to bring up
acute problems during these sessions. ‘So, it was very dif-
ficult to see, I mean, to do that, because, you know, they
might not just come for that [but] they are stopped there’
(HCP5).

Apart from concerns about providing suboptimal care
for patients by triaging them to care based on blood
results, further concerns were raised regarding the quality
of the decisions.

I’m also concerned with how my registrar triages away their
patients. I have been seeing about 10 to 15 patients and with
the same amount of time, she’s already seeing 30 patients.
So, whether or not that quality of care is compromised at the
outset. You don’t know. (HCP3)

In the emergency setting, patients who were not consid-
ered at high risk were turned away.

Kaur et al. 3



… the triage officer will explain to them that … your con-
dition is not critical, and it’s not an emergency, and we
cannot register you. You have to go to other hospital
which is available. (HCP6)

Scarce resources meant that patients would, in most
cases, be better off in other hospitals because

there’ll be no beds upstairs, they’ll have to wait days and
days in our emergency department. So risking the benefit,
you know, weighing the benefits and risk is a lot better
for the patient to go to a place or a different hospital
where they do have empty beds, isn’t it? Because the wait
is less, they’ll be seen immediately by a doctor, and care
will be given faster compared to our institution. So weigh-
ing the risks and benefits, perhaps it is the best choice for
the patient. (HCP7)

However, concerns were expressed that patients were
harmed in the course of being turned away.

And with this, there [are] also a few cases who [were]
missed and causing mortality, death as well. Where they
couldn’t register and they waited for so long and the condi-
tion deteriorate[d] and then they went home. And also, if
not mistaken, there are cases where patient[s] collapse[d].
That means I mean death caused by this as well. (HCP6)

…having said that, the decision sometimes is made by
people who are a bit junior, for example, my registrar.
Mistakes have happened in the past where the patient is
triage away even though the patient is critical. And some-
thing happened to the patient, including mortality. I can’t
remember the specifics, but I think you know, it brought
harm to the patient because we had to push the patient
away to a different institution. (HCP7)

Rationing of finite intensive care resources was also a
pragmatic consideration. Difficult decisions had to be
made in triaging patients who would benefit and had the
best chances of survival in the intensive care unit (ICU).
Although these decisions were already being made
in pre-pandemic situations when intensive care resources
were limited, the challenges were more pronounced
during the pandemic.

Sometimes say, for example, we have only three ventilators
and 20 patients ... So how do you optimise resources for,
you know, for three ventilators and 20 patients needing
the ventilator? (HCP7)

… these are, you know, 80, 90 years old, very poor pre-
morbid, and you feel like they’re going to do badly
anyway with the COVID. But do I really want to give

them an ICU bed, you know, when my ICU beds are so
little, so few? (HCP2)

You do have to put into consideration the age of the patient,
the quality of life, the family support, the current condition,
the current baseline … to make joint decision whether
intubating the patient and reserving a place in ICU is the
best use of resources. (HCP7)

c. A trade-off between individual patient safety and protect-
ing public health interests

HCPs struggled with managing the trade-off between
individual patient safety and public health interests. This
was seen primarily in two situations. First, in the system
of triaging patients into green and red (respiratory) zones
in the ED. Second, in the delay in executing aerosol-
generating procedures in order to don personal protective
equipment (PPE).

Segregating suspected COVID-19 patients
Patients with respiratory systems were generally considered
as having a COVID-19 infection until proven otherwise – a
change in diagnostic approach from systematic reasoning to
a ‘ruling out’ approach. This approach was meant to priori-
tise the safety of other patients and HCPs, but HCPs
expressed discomfort at risking the safety of individual
patients by placing them in high-risk areas where they
were more likely to be exposed to the virus and more
likely to receive suboptimal care.

At our triage counter nowadays, we are very strict regarding
what is the chief complaint … if your presenting complaint
is something to do with a COVID symptom, for example,
you’ve got fever, you’ve got a sore throat and cough, and
that is regardless of what your actual complaint is. My
point being, if you came for a stomachache, and you have
got a bit of cough going on at the side, you are going to
be triaged to the respiratory zone. And what that entails is
that you will inevitably be placed in the cohort of patients
who might or might not have COVID. (HCP8)

So when we treat them, and we decide that there is a possi-
bility that the patient has COVID, immediately there is a
sort of label on their forehead … To be honest, we barely
even touch them or administer the ideal 100% treatment
… I honestly have to admit that we do not do a lot of
things that we do for most patients, for example, we do
not order x-rays or we do not do scans for them unless
it’s really necessary … Are we doing good for the patient
at all by cohorting them that way? Or should we have a
more ideal and holistic approach to each patient regardless
of whether they are suspected or not? (HCP8)
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One of the problems highlighted was the difficulty in
accurately cohorting patients.

They are not given any time at all, within five minutes,
sometimes even less, they are expected to know exactly
what the patient has, and do the correct triaging and cohort-
ing of the patients. But however, that is not the ideal. That’s
not the adequate amount of time for anyone at all, even the
best doctors in the world to do exactly what’s going on …
Despite the patient not exhibiting any symptoms of
COVID, no identifiable risk, we still put a patient in our
respiratory zones. (HCP8)

These decisions were not made lightly, and the stress of
having to make these determinations was brought to light
by the following narrative:

I had two colleagues that actually got into almost fisticuffs,
arguing about a patient [who] was involved in the motor
vehicle accident … So happens he’s a smoker and has
been coughing for quite a while. So what do we say? Do
we say to the doctor ’look, you have to take this into
your clean zone, and the patient is clearly a smoker – of
course he’s going to cough’ or [do] you put them in the
respiratory zone by arguing that the question is, [what if]
he turned out to be COVID [positive]. And this is all hap-
pening within the first 10 minutes of the patient touching
his foot or his stretcher into your emergency department.
The patient is in pain, he is bleeding. And both of us are
thinking- do we think of the patient first? Or do we think
of ourselves and other patients? Because time is such an
essence in [the] emergency department– and we sometimes
fail to consider the patients, the patient’s benefits and needs
might be pushed aside just because we have to make these
decisions. So that’s quite regrettable. (HCP8)

Prioritising safety of HCPs
HCPs interviewed found it distressing when they were
unable to immediately attend to patients who needed car-
diopulmonary resuscitation (CPR). CPR is a high-risk
aerosol-generating procedure, and unless HCPs are appro-
priately attired, the risk of COVID-19 transmission during
the process is high.

So there will be instances where I feel like, it takes me 10
minutes to wear my PPE. I go to see the patient, I start
doing CPR. And by that time, I already know for a fact
that the patient is never going to survive. So I was a bit
taken aback initially asking myself ’are we doing the
right thing?’ What is the purpose of us doing CPR after
like 15 minutes when the patient is already dead, for
example. (HCP8)

This distress was not lessened even when a HCP was
able to rationalise the need for prioritising the safety of
HCPs.

…And every doctor or nurse that goes down means that the
services gets cut down, and we’re going to deny treatment
to somebody else …So the first thing that came to mind
was when a patient crashes, your first response as a
doctor is immediately to go in to try and do something.
So we had to overcome that … That means we protect our-
selves, then we go in and we try and, you know, do what we
can for the patient. It’s not easy to do that, because it’s
going against everything that you have trained for the last
you know, in my case, the last 10 to 15 years That you
are trying to overcome that you know, to immediately
respond. (HCP8)

We had to think of the most amount of good for the most
amount of people, which is the disaster mantra…And at
that point, we have to ask ourselves, for example, when
we first started having COVID tents, and COVID decon-
tamination segregated areas, we have patients coming in
who require CPR … We have to think if I go in there, if I
start doing CPR early, I might expose myself and subse-
quently all my friends. I might risk quarantining my
entire department. And hence, to save that one patient, I
have neglected care to the hundreds that might come after
that. So I feel like it’s a personal ethical challenge for me
to decide what is the best for this one person versus the
potential many that will come after. (HCP8)

2. Disempowerment of patients – exclusion from cohorting
decisions and information

During the pandemic, many decisions were taken out of
the hands of patients. Non-COVID-19 patients were sub-
jected to delayed or cancelled appointments, diagnostic pro-
cedures, interventions, and treatments. People were turned
away from the ED. Non-COVID-19 patient care was com-
promised due to the system being overwhelmed by man-
aging COVID-19 patients.

One particular aspect of disempowerment was raised in
the context of cohorting patients in the ED. As noted above,
the cohorting of patients into the respiratory zone was both
difficult to ascertain with accuracy and time-sensitive.
These decisions were made quickly and were based on non-
ideal information. More importantly, placing individuals in
these zones subjected them to a higher risk of infection and
suboptimal care. One of the HCPs reflected on this:

…When we cohort those patients, do we inform them that
they will be placed in the cohort of COVID suspected
patients? … we do not inform the patient[s] enough for
them to understand that this is what we are doing in
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emergency. And I don’t think that the patient[s] [are] even
aware that they are entitled to ask this question, ‘Why are
you placing me in a respiratory zone?’ I mean, we do
inform them to a certain extent that ‘look, you are having
a fever, you’re having a bit of cough, and you’ll be put
among patients who have the same symptoms as well’.
But whether they understand enough to understand the
ramifications of that- I’m not really sure to be honest.
(HCP8)

Concerns were raised not only that patients were not rou-
tinely allowed to opt out and seek treatment at a different
facility, but also were not fully informed of isolation proce-
dures and the reasons and risks of being cohorted to the
respiratory zone.

And I don’t think that they’re aware that they have a choice
to say no. And it all depends on whether we as doctors and
medical assistants and nurses at a triage counter, whether
we are concerned enough to inform them that this is what
they’re getting into. And they have the choice to say no,
and you can opt out. But I would say very few of us do
that. And it’s not often the fault of my colleagues as well.
Sometimes we just simply cannot. We do not have the
time and resources, for example, to adequately explain
each and every word to each and every one of them. (HCP8)

A specific example of a patient refusing to allow his
child to be put in the respiratory zone was offered.

A 13-year-old child came in for suspected dengue fever. So
in normal times, we would do some investigations for that
patient, we might start some drips and treat the patient. But
if the patient has a slight, sore throat, a tad bit, of course, we
will unfortunately have to put [this patient as] a high risk
patient along with all these COVID suspected patients as
well … And sure enough, as any father would do, he said
no, I’m not putting my child under that risk, it seems like
the cure is worse than the disease itself … the patient
ended up getting treatment in another facility where she
was treated as outpatient. (HCP8)

I’ve been to a few hospitals, visiting a few different emer-
gency departments to see how they work. And I find
some concern, everyone is doing the same- cohorting
respiratory and non-respiratory zones. So what I meant is
that perhaps it’d be better if there is something better to
inform us that ‘look, before you put the patients in a
COVID zone, you are required to inform them that they
are going there and at least obtain a verbal consent’.
Maybe that’ll be better for the patients, it might be tricky
for our job. I totally expect them to be making complaints
from our own staff and frontliners regarding the extra work-
load, probably the extra time. But maybe that is for the
better of the patients, at least, I would expect not many of

them to say no, but at least they are aware. And I will
also say that maybe once they are aware, if unfortunately,
they do contract COVID from I don’t know, maybe the
patient to the next bed of them, maybe it’s a bit easier for
us to explain to them. Look, we have informed you that
it’s a risk there. And maybe in other countries, we might
be liable to litigation, for example, and maybe this is a
way to avoid that. (HCP8)

3. HCPs’ conflicts between professional duties and personal
obligations

As HCPs navigated patient care during the pandemic,
HCPs faced challenges in ensuring their safety and protect-
ing their vulnerable loved ones. Although the experiences
described by HCPs did not directly impact the delivery of
clinical care, HCPs interviewed expressed internal conflicts
while balancing professional duty of care against genuine
concerns of contracting COVID-19 and spreading it to
family members.

The first time I was intubating a patient with COVID, I was,
I was, what is it called? I had tremors, you know, because
the only thing separating myself and the patient with the
COVID particles was just a thin mask, you know, that
was the only thing separating me and the patient. So I
really felt like my life was in danger. (HCP7)

… it was very scary. Once you get used to it, it’s okay –
especially going back home as well seeing your family. I
always tell my daughter ‘okay, do not hug me first, do
not touch me until I have taken a shower’. I’m going to
remove the clothes as well put on clean clothes and every-
thing. So especially thinking that is risky not only [for] you
but your family. (HCP7)

We try not to expose ourselves too much. We did not want
to bring back the infection to our family. (HCP6)

Discussion
Our study provides insights into the various clinical ethical
dilemmas HCPs faced during the pandemic, in particular,
the difficulties in balancing beneficence and non-maleficence
while attempting to uphold justice and equity for all patients.
Issues regarding the personal safety of HCPs were raised
as there was a need to preserve workforce well-being
and maintain clinical utility. Patients were also disempowered,
and there were difficulties in maintaining patients’ autonomy
during the pandemic.

1. Beneficence and non-maleficence

Research has shown that postponement of elective surger-
ies, even for non-lethal conditions, could lead to a
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detrimental downstream effect of significant morbidity and
mortality.8 For instance, a cancer patient’s disease may
undergo adverse changes in prognosis if his or her
surgery is postponed for a significant period of time.9

Similarly, Rosenbaum provides various real-life examples
highlighting that the definition between urgent and non-
urgent interventions can only be drawn upon retrospective
consideration and review.10 Nonetheless, within the
context of a resource-limited healthcare setting and in the
interest of supporting a broader pandemic response, HCPs
are forced to risk stratify and prioritise certain groups of
patients. Although there is a robust utilitarian consideration
in a pandemic to do the most good for the most number of
people,11 a certain group of patients or certain aspects of
care, for example, non-COVID care for COVID-19 patients
may be excluded or compromised. Hence, challenging
ethical and clinical decisions lurk behind this seemingly
straightforward notion.b

With the healthcare system overwhelmed by the
COVID-19 pandemic, the precept of ‘do no harm’ encoded
in the Hippocratic Oath took a definitional detour and,
thus, evolved to embody the concept of ‘do maximal
good’.12 As demonstrated in the interviews, HCPs have
faced challenging clinical dilemmas, especially when harm
to the patient has inevitably ensued from reducing the
number of elective surgeries, rescheduling patients’ appoint-
ments successively, and diverting patients to other healthcare
facilities. Furthermore, the influx of patients to healthcare
institutions with limited functional capacities has caused con-
flicts between doing what is right and what is best for
patients. The role triaging played in minimising these risks
to patients cannot be understated. In the interviews, two
HCPs highlighted the reality of how clinical experience
and seniority level influence the discharge or admission dis-
position decisions, as inadvertent errors may place patients at
risk of adverse events.

From this research, a deviation from the standard of care
was perceived as unavoidable and posed a significant
dilemma amongst HCPs. In formulating a sound ethical
and governing framework for future pandemic prepared-
ness in Malaysia, there is a need to recognise that in emer-
gency situations when resources are limited, the notion of
‘standard of care’ may be subjected to diminution. It is,
therefore, prudent to minimise harm by having clear guid-
ance and ensuring sufficient supervision in triage.

2. Justice/equity for non-COVID-19 patients

The scarcity of medical resources creates conflict between
respecting patients’ equal rights and maximising benefits
for both COVID-19 and non-COVID-19 patients.
Savulescu et al.11 have argued that ‘there are no egalitarians
in a pandemic’, and it is impossible to treat all citizens
equally given the magnitude of strain on health systems
and the public policy challenges presented by the

COVID-19 pandemic. This would mean an inescapable
need to prioritise certain groups of patients over others.
From our research, it was clear that some of the dilemmas
faced by HCPs stemmed from having to limit
non-COVID-19 patients’ access to the degree of healthcare
they would have received pre-pandemic.

A retrospective observational analysis done in Italy
showed reduced ED visits and hospitalisations for
non-COVID-19 patients during the first months of the pan-
demic.13 More worryingly, there has been a significant
increase in non-COVID-19 out-of-hospital mortality due
to neoplasms, cardiovascular and endocrine system dis-
eases.13 Although there is still a paucity of such local
Malaysian data, anecdotal examples given by HCPs from
this research highlighted the issue of justice and equity
for non-COVID-19 patients during the pandemic.
Furthermore, limitations in capacities had caused diagnostic
and treatment delays. As a result, HCPs have had to realign
their standards in clinical practice and practice in ways con-
trary to what they had considered ideal.

As part of future pandemic preparedness and response
plans, further investigations into the long-term effects of
the pandemic on non-COVID-19 patients would be
prudent in ensuring a sound ethical framework in the allo-
cation of medical resources during times of scarcity so
that harm to patients can be minimised.

3. Prioritisation protection of healthcare workers – clinical
utility

COVID-19 has exposed health workers to extraordinary
amounts of physical and psychological stressors such as
long working hours and constant fear of disease exposure.14

In order to maintain a viable and healthy workforce during
this pandemic, much emphasis was placed on ensuring
HCPs’ personal safety by providing an adequate supply
of PPE and ensuring the proper donning of PPE before
patient contact.

One of the inherent ideals in medical practice is to
uphold a duty to treat – and when it comes to performing
life-saving CPR, healthcare workers are trained to start
resuscitation immediately. Nevertheless, during this pan-
demic, HCPs have had to construct, adopt and accept stan-
dards of clinical care that might differ radically from their
usual norms. To illustrate this point, one of our interviewees
has raised concerns about a delay in CPR commencement to
make time to don PPE.

In emergencies, HCPs need to balance the need to
provide good care and maintain clinical utility by having
enough HCPs in the workforce. Besides ensuring that all
HCPs are well trained in using PPE, having personnel on
standby with PPE might help reduce the time lag in com-
mencing life-saving procedures.

4. Disempowerment of patients – patient autonomy
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One of the most fundamental principles in clinical ethics is
respecting patients’ autonomy. However, considering the
limited resources during a global pandemic, respecting
autonomy cannot be absolute. In the early stages of the pan-
demic, when COVID-19 confirmatory testing had a longer
turnaround time, the degree of uncertainty that resulted
from delayed diagnostic capability resulted in HCPs’ inabil-
ity to make decisive clinical decisions. As a result, HCPs
resorted to risk stratifying patients with varying symptoms
into different cohorts to reduce the risk of possible
COVID-19 transmissions to other patients. Based on our
interviews, patients were not routinely given explanations
of the possible risks of contracting COVID-19 due to
HCPs’ cohorting decisions when attending the ED.
Furthermore, given the limited bed capacity of the health-
care institution, patients occasionally spent a long time in
the ED, thus possibly increasing the risk of contracting
hospital-acquired COVID-19 infection.

In the UK, research has shown that an estimated 6.8%
(95% confidence interval 6.7–7.0) of all patients with
COVID-19 had nosocomial infections, with a peak of
8.2% (7.0–9.6) of patients having nosocomial COVID-19
infections in mid-May 2020.15 Although there is a dearth
of actual data on hospital-acquired COVID-19 infections
locally, HCPs were reasonably concerned regarding the
lack of explicit disclosure of such risks to patients. The
lack of disclosure was attributed to time constraints and
to a lack of choice, especially if patients required further
admission and treatment despite the risks.

The ethical challenges faced by HCPs in Malaysia
during the COVID-19 pandemic were unfamiliar to most
HCPs as they had never previously experienced patient
management in a rapidly evolving public health crisis.
Our research showed that the wide-reaching need to
deprioritize care of non-COVID-19 patients, such as limit-
ing access to healthcare services and having to trade-off
between individual safety and protecting public health
interests, were novel challenges to most Malaysian HCPs.
The inevitable need to compromise aspects of patient care
that contradict the usual standard precipitated ethical dilem-
mas amongst HCPs.

Some of these challenges were similar to those reported
in Italy, where outpatient practices and healthcare services
such as planned hospitalisation and elective surgeries
were substantially limited, given the rising COVID-19
infections.16 The difficulties faced in rationing resources
in ICU in conditions of extreme scarcity were also similar
to the experiences reported in France, which necessitated
the adaptation of a prioritisation strategy. 17 Our study
has shown that in a local Malaysian healthcare institution,
the rapid transition to prioritise the public rather than bene-
fiting individual patients caused significant personal and
professional distress to HCPs. Although guidelines are
available,18,19 centre-specific and contextualised ethical
guidance were not widely adapted, and there is a paucity

of data on the extent of guideline utilisation in clinical prac-
tice. In attempting to balance patient-centred duty of care
with public health-focused duties, it is imperative to
reflect and analyse the experiences of HCPs on the
ground to supplement and refine existing clinical ethics
frameworks.

Limitations
Our study was a single-centre study based in a
major academic tertiary hospitals in Malaysia that provides
healthcare services covering all major clinical subspecial-
ties. As such, a more comprehensive clinical support
system is available for doctors compared to rural hospitals
or other non-university-affiliated healthcare institutions.
Thus, other potential issues that may have arisen in rural
hospitals and other healthcare institutions would not have
been captured within the scope of this research.
Furthermore, variables of legal, cultural and societal speci-
ficities may influence the ethical perception of HCPs from
different parts of the world. Therefore, it would be neces-
sary to extend the research to other healthcare institutions
within the nation, and in the region to better understand
the clinical ethics issues from a wider and more holistic
perspective.

Conclusion
Our findings highlighted some of the issues HCPs faced
during the pandemic in Malaysia. The finding underscores
the need for an ethically grounded and operationally effi-
cient clinical ethics consultation service in hospitals, espe-
cially in developing countries.
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