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Abstract
Throughout the COVID-19 pandemic the use of the term “hero” has been wide-
spread. This is especially common in the context of healthcare workers and it is now 
unremarkable to see large banners on hospital exteriors that say “heroes work here”. 
There is more to be gleaned from the rhetoric of heroism than just awareness of pub-
lic appreciation, however. Calling physicians and nurses heroes for treating sick peo-
ple indicates something about the concept of medicine and medical professionals. In 
this essay, I will examine three aspects of the social role of medicine exposed by the 
language of heroism. One, if a hero is someone who goes above and the call of duty, 
then does that mean exposing oneself to risk of infection is no longer a duty of phy-
sicians (as it used to be)? If so, does that mean the “profession” of medicine is much 
like any other business? Two, physicians and nurses are not the only “heroes” this 
go-around. Anyone deemed essential to the US “infrastructure” is designated by the 
US government as having “special responsibilities” to remain at their posts for the 
public good, which explicitly puts physicians in the same category as sewage work-
ers and grocery store cashiers. Three, what does it mean to belong to a profession 
that does (or does not) have self-sacrifice and risk-taking as part of its mission—
especially a profession that rarely gets called upon to practice these obligations?
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Introduction

As I drive to work, I pass through the central medical district of my city, and 
indeed, the main medical district of my state. On this drive—along with thousands 
of other people coming from up to hundreds of miles away to see specialists, have 
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surgeries, get chemotherapy, visit hospitalized family and friends—we rely on 
signs to provide information. Signs tell us where the medical and nursing schools 
are, where to go for radiology or GI, when institutions were established, what 
religious affiliation this and that hospital has, what illness-of-the-week is being 
highlighted (National COPD Month!), and how excellent and well-ranked each 
institution is according to national surveys and rating systems. Since February of 
2020, however, I and myriad other drivers are also told something else—that we 
are in the land of heroes. Billboards thank our heroes on behalf of companies and 
citizens. Large painted wooden signs stand on the grounds telling us that “Heroes 
Work Here”. Huge banners stretching across entire 8-lane streets, attached to 
street-spanning walkways, announce “Heroes At Work”. Inside a hospital, above 
the punch-in clock, is a cartoon taped to the wall of a person standing in medical 
scrubs looking at a set of papers named “COVID-19 response” and behind them 
is cast a shadow of a classic Superman silhouette with cape blowing in the wind.

So what is the nature of all this heroism? Apparently, hospitals and clinics 
are filled with heroes because the people working there are treating COVID-19 
patients, or at least working around people who might be infected. Life in the 
time of COVID-19 has been uncertain, disruptive, and politicized, but in respond-
ing to the dangers and confusion by bravely treating the ill or working with the 
possibly infected, the message seems to be that healthcare workers have shown us 
the better angels of our nature. They demonstrate the best of ourselves at a time 
when so much of the worst of ourselves are also on display. For their actions, we 
are to be inspired and grateful.

There is more, however, to be gleaned from the rhetoric of heroism than just 
awareness of public appreciation or inspiration in a time of fear. Notice that laud-
ing healthcare workers for treating the sick is lauding them for doing their job—
or at least it seems to be. Isn’t treating the sick, even the infectious sick, a part of 
medicine? Isn’t it part of the profession? Or perhaps it isn’t? Does calling physi-
cians and nurses heroes for treating infectious sick people indicate some confu-
sion in the role of healthcare providers, or perhaps some shift in the concept of 
what moral and social role medicine entails?

In this paper, I examine what the heroism rhetoric of the COVID-19 pandemic 
suggests about the social role of medicine. First, I look at the concept of the hero 
employed to get a clearer sense of what “hero” means and why it has appeared 
so strongly at this point. Second, I ask about two aspects of moral obligation 
related to providing healthcare during a pandemic and how these obligations have 
shifted and are perhaps shifting again. One, how much does the sense of “hero” 
employed in the COVID-19 pandemic indicate going above and beyond any pro-
fessional obligation? Two, how does the new concept of infrastructure obligation, 
which applies to a wide variety of workers, including medical providers, water 
down the notion of a specifically professional duty? Third, I look at the notion 
of moral and professional identity, delineating ways in which empirical research 
suggests a traditional professionalism concept of hero may not be shared by the 
average lay person and how the self-identity of healthcare workers (particularly 
physicians) is affected by the situational rarity of medical heroism.



111

1 3

HEC Forum (2021) 33:109–124	

The Definitions of Medical Heroism

As with many terms, “hero” can mean many different things. It is necessary to 
look at the specific context to determine what it means and especially to look at 
what it seems to be contrasted to. The term “hero” has been used to refer to a per-
son notable for courageous acts, for nobility of character, for having special abili-
ties, for having special achievements, for being a role model, for being chosen 
by destiny to accomplish great things, for being so famous as to be remembered 
for ages, for mythically exemplifying psychological development, and for simply 
being the protagonist of a story.

In the COVID-19 pandemic context, we can quickly rule out some of the more 
technical meanings of “hero” that we find in comparative literature and compar-
ative mythology. The “heroes” that work in the hospitals are not timeless, not 
extremists in their personality traits, not antagonistic toward some supernatural 
agent (Nagy 2006). They do not follow a monomyth hero pattern of the sort out-
lined by Rank et al. (1990) or Raglan (1936) in which heroes are sons of kings, 
have their births prophesied, have a victory over a powerful enemy, take revenge 
on an enemy, and so on. Neither do they fit a Campbellian hero’s journey model 
in which they receive a call, make a journey with supernatural aid, become semi-
divine, and return to enlighten their fellow citizens (Campbell 1949).

We can also rule out the more casual or unthinking uses of “hero” that largely 
refer to celebrity, cultural admiration, or role modeling. People often claim that 
influential relatives (fathers, grandmothers) are their personal heroes, or that 
accomplished sports figures, business successes, singers, or actors are their 
heroes, in some sort of aspirational model. While admiration is certainly part of 
what is going on with COVID heroism rhetoric, there seems to be little in the way 
of aspiring to be like these heroes as models of success.

What does seem crucial for being a pandemic hero is that healthcare workers 
who treat COVID patients or interact with those who might be infected are put-
ting themselves at some risk in order to help others. It also appears, at first, that 
part of the perception of heroism is that it is not the obligation of these workers 
to put themselves at risk. They have not already agreed to take on this risk as part 
of their job and so are voluntarily going to work to help others. Their actions are 
supererogatory, above and beyond the formal call of duty. In this sense, what they 
are doing is both beneficial and not required of them.

There is an important caveat to this part of the definition. However, I will 
return to that later in the paper. For the moment, I will define the sense of “hero” 
used in COVID rhetoric to mean: a person who supererogatorily places them-
self at risk for contracting COVID-19 in order to help others. The term in this 
sense essentially marks someone as a kind of utilitarian saint or utility hero—
an unusually caring person who prioritizes others’ happiness and suffering over 
their own individual happiness and suffering in order to achieve a greater good 
while under no formal requirement to do so. As a prominent early paper on the 
notion of heroes noted, physicians who take risks to treat people who are not 
already their patients are quintessential examples of supererogation: “A doctor in 
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a plague-struck town has a duty to look after his patients, but a doctor who comes 
to help from the next province does not have a duty to do so. Both may be saintly 
or heroic, but only the second is so beyond the call of duty” (New 1974, p. 179; 
Urmson 1969).

If the sense of “hero” in use is the utilitarian hero, then we can ask how best to 
interpret this use and identify attendant social and moral issues. There are a num-
ber of tensions or conflicts that arise in thinking of physicians as heroes that can 
shed light on the nature of medicine as a profession and on the relationship to social 
beneficence.

The Complications of Medical Heroism

Professional Obligations: Are Physicians Really Heroic?

One issue is that this sense of heroism suggests that the hero is going above and 
beyond the call of duty. But are healthcare workers (I will often focus on physi-
cians here, though other healthcare workers are often included) going beyond their 
duties or are they following established professional protocol? This issue was high-
lighted in a recent conversation I had with a military veteran. When asked how he 
was getting used to civilian life, one thing he remarked was that now, when boarding 
a plane and not wearing a uniform, he no longer got applause or thank-yous for his 
service. He said he was actually glad of that, because he always felt uncomfortable 
being thanked for something he had knowingly signed up for. To his way of think-
ing, the special attention he received was odd, because he had agreed to do what he 
was doing in exchange for money, education, and training.

So, is it true that COVID-19-treating physicians are doing supererogatory work? 
As a recognized, and indeed classic example of a profession, what are the profes-
sional obligations here?

Historically, the stated professional obligations of physicians in the United States 
have shifted back and forth. In the original 1847 American Medical Association 
Code of Ethics, the professional obligations of physicians explicitly included that 
during a “pestilence”, physicians were duty-bound to alleviate suffering “even at 
the jeopardy of their own lives” (AMA 1847, p. 105).1 In 1900, in his presidential 
address to the AMA, William Keens said: “Be brave men. When pestilence stalks 
the streets and contagion lurks in every chamber of illness, where have the doctors 

1  “ART. I.-Duties of the profession to the public. § 1. As good citizens, it is the duty of physicians to be 
ever vigilant for the welfare of the community, and to bear their part in sustaining its institutions and bur-
dens: they should also be ever ready to give counsel to the public in relation to matters especially apper-
taining to their profession, as on subjects of medical police, public hygiene, and legal medicine. It is their 
province to enlighten the public in regard to quarantine regulations,-the location, arrangement, and die-
taries of hospitals, asylums, schools, prisons, and similar institutions,—in relation to the medical police 
of towns, as drainage, ventilation, &c.,—and in regard to measures for the prevention of epidemic and 
contagious diseases; and when pestilence prevails, it is their duty to face the danger, and to continue their 
labours for the alleviation of the suffering, even at the jeopardy of their own lives” (AMA., 1847, 105).
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been found? Fleeing from danger…? Nay… in the crowded tenements, in the hos-
pitals … cheerfully tending to the sick, facing the disease in the midst of its victims 
and seeking, even in the bodies of the dead knowledge that will make them masters 
of the plague…. [P]estilence has bred its many quiet heroes who have gone about 
their daily duty, simply, fearlessly, devotedly….” (Baker 2013, p. 309).

By 1912, the ethics code language was even stronger and more explicit (including 
wording about financial gain), stating “When an epidemic prevails, a physician must 
continue his labors for the alleviation of suffering people, without regard to the risk 
to his own health or to financial return” (Huber and Wynia 2004, w6; Baker et al. 
1999).

This changed over time, however. By 1957, the Principles of Medical Ethics of 
the AMA had grown to 48 sections and 5,000 words and was becoming seen as 
unwieldy. The 1957 revision reversed course, dropping to 500 words and only 10 
principles (Huber and Wynia 2004). Among the revisions was a much-weakened 
version of the plague duty: “A physician may choose whom he will serve. In an 
emergency, however, he should render service to the best of his ability” (Huber and 
Wynia 2004, w7). Eliminating the term “must” in favor of “should” and adding the 
vagueness of “best of his ability” is a far cry from being obligated to place one’s 
own life in jeopardy.

Another transformation came in the 1980s, as a result of the political drama over 
HIV-AIDS. There was a great deal of uncertainty, moral tugs-of-war, and cultural 
turmoil, and physicians were disunited in whether they had an obligation to treat 
HIV + patients. The 1986 AMA statement that only physicians who were “emotion-
ally able” to treat HIV + patients were obligated to was largely met with disdain 
(Freedman 1988; Huber and Wynia 2004) and only a year later the AMA replaced 
it with "A physician may not ethically refuse to treat a patient whose condition is 
within the physician’s current realm of competence solely because the patient is 
[HIV] seropositive" (Huber and Wynia 2004, w8; Freedman 1988; Patterson 1989).

While this statement was specifically about HIV (and was informed by underly-
ing issues about the specific moral and cultural context of HIV, including perceived 
homophobia), an epidemic had now reinforced the idea—and ethics policy—that 
physicians had a duty to treat. Much of this specific move was also informed by the 
claim that HIV was transmissible only by bodily fluids and thus relatively difficult to 
contract. Still, with the potential for needle sticks, the risk of contracting a virus was 
increased, and physicians were required to take that risk.

By the time of COVID-19, the AMA Ethics Code (as explicated in interpretive 
Opinion 8.3) had become more explicit about “disasters”, stating: “Whether at the 
national, regional, or local level, responses to disasters require extensive involve-
ment from physicians individually and collectively. Because of their commitment 
to care for the sick and injured, individual physicians have an obligation to pro-
vide urgent medical care during disasters. This obligation holds even in the face of 
greater than usual risks to physicians’ own safety, health, or life. However, the phy-
sician workforce is not an unlimited resource. Therefore, when providing care in 
a disaster with its inherent dangers, physicians also have an obligation to evaluate 
the risks of providing care to individual patients versus the need to be available to 
provide care in the future” (AMA 2016). There is still wiggle room here that allows 
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individual physicians to make decisions about how much to be involved in disaster 
situations (cast in utilitarian terms about future resources), but the statement that 
“physicians have an obligation” is nonetheless direct.

In comparison to the AMA, it is worth noting that the American Nurses Associa-
tion’s Code of Ethics for Nurses with Interpretive Statements, states that a nurse’s 
primary commitment is to their patient (ANA Provision 2.1). However, Provision 
5 states that nurses “owes the same duty to self as others, including the responsibil-
ity to promote health and safety” (ANA 2015, p. 35 online). Commenting on these 
competing claims, the ANA’s specific statement on nurses, ethics, and the COVID-
19 pandemic says: “During pandemics, nurses and their colleagues must decide how 
much care they can provide to others while also taking care of themselves” (ANA 
2020, p. 2). There is no clear professional obligation to treat.

If it is the case that physicians, at least, have a professional obligation to treat 
COVID-19 patients even when doing so increases their own risks to “safety, health, 
or life”, then are physicians being “heroic” in this work? As with the military vet-
eran who said he had signed up for his job knowingly and did not think he should 
be called heroic, are physicians simply doing their duty? If it is their duty, then they 
would not be heroic for treating patients, any more than a police officer would be 
heroic for trying to stop a robbery (although a cashier who tried to stop the robbery 
could be heroic) or a firefighter would be heroic who carried people away from a fire 
(although a cashier who did so could be heroic). While people do tend to refer to 
police officers and firefighters doing their jobs as heroes, it is largely because such 
workers are regularly expected to place themselves at risk as part of the job and so—
like the perception of the military veteran—they are heroic simply for taking on that 
job in the first place. Physicians, however, do not regularly take on risks to health 
and life, even if their professional obligation is to do so during periods of disaster 
and epidemics.

There is a tension here, then, in that physicians do have a professional obligation 
to take on greater risks in the service of helping others but are rarely called upon to 
exercise that obligation. As a result, taking on such risks stands out as unusual even 
though it is supposed to be part of the job. In its principles and self-descriptions, the 
medical profession includes self-sacrifice and risk-taking similar to that required of 
police, military, and firefighters, but the profession is not typically seen as actually 
engaging those risks. Physicians treating COVID-19 patients is not supererogatory, 
but people do not know that it is not supererogatory. In fact, unlike police, firefight-
ers, and military, the obligation to treat at greater risk to self may be so rarely called 
upon that physicians themselves are likely not as familiar with it (at least emotion-
ally, if not intellectually). Most physicians likely have not internalized the obligation 
as part of their work.

This phenomenon was recently brought into sharp focus for me through inci-
dents with medical students. Several situations have arisen in which medical stu-
dents have specifically requested to be excused from clinical rotations and clinical 
training duties in order to avoid interaction with COVID-19 patients or other poten-
tially infectious contacts. The assumption among the students seemed to be that any 
increased risk to themselves was simply unacceptable and that they had the right 
to avoid it. They seemed to have no awareness of what the AMA ethics principles 
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required, or if they did, they did not take it seriously. In one particularly notable 
moment, during a focus group with students I was facilitating on improving clini-
cal training, one student requested that my institution adopt a formal position that 
any student who refused to treat or be in potential contact with COVID-19 patients 
be protected from any consequences of disapproval or disapprobation from faculty. 
That is, not only did the student want to be able to avoid any contact with, and refuse 
to treat COVID-19 patients, but wanted formal assurances that this could not be held 
against them in terms of grades, attitudes, satisfying clinical requirements, or future 
recommendation letters. Let me be clear, these are just a few anecdotes and should 
in no way be generalized to the population of medical students at any institution or 
at large, but it is a stark reminder of how some people see their own profession (if 
they see it as a traditional profession at all).

The point in all this is not that physicians should not be called heroes or that 
physicians and medical students should be on board with the duties espoused by the 
AMA. The question of what physicians’ obligations should be is a distinct issue that 
has been discussed extensively. What I am pointing out here is that medicine is in a 
bit of a complicated situation with regard to how it is perceived both internally and 
externally. Internally, the medical profession describes itself as a self-sacrificing, 
risk-taking, socially responsible enterprise with duties like that of other risk-taking 
professions, but the situations in which practitioners are called upon to fulfill these 
duties are rare—so much so that when they do occur, profession members them-
selves do not take it for granted that they are obligated to put themselves at risk 
for the social good (surely no police or firefighting or military trainee would think 
they could be excused from risky assignments). Externally, the medical profession is 
generally not seen as risky, as heroic, as self-sacrificing, so physicians who do treat 
patients during pandemics seem unusual and worthy of praise. Add to this the fact 
that physicians make salaries much higher than the national average (and especially 
higher than police, firefighters, and military) and since they rarely face risky situa-
tions, their working with COVID-19 patients comes across less like a professional 
responsibility and more like, at best, noblesse oblige.

Somewhat ironically then, physicians who treat pandemic patients are seen as 
heroic because what they are doing does not seem like part of what it means to be 
a physician at all. The profession wants to maintain a sense of socially responsible 
nobility about itself, but at the same time, wants to highlight its self-required actions 
as unusually noble. The signs and banners adorning the hospitals could say “We 
Aren’t Heroes. This Is Just What Doctors Do”. But that is not what they say.

Infrastructure Obligations: Are Physicians Heroic in the Same Way Janitors are 
Heroic?

There is another interesting tension in the rhetoric of heroic physicians and other 
healthcare workers. It may be that they are perceived and promoted as being heroic 
far less because they are members of a noble profession, than simply because they 
are useful. Healthcare workers are not the only people described as heroic during the 
COVID-19 pandemic. Anyone who puts themselves at increased risk of infection by 
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virtue of their work has also been lauded. That includes janitors, food service work-
ers, cashiers, and farmers. These are people who provide important services either 
directly for COVID-19 patients (e.g., janitors who sanitize and clean hospitals and 
nursing homes in order to decrease the spread of the virus) or indirectly through 
keeping supply channels going and having to socially interact at an increased-risk 
rate.

Public service announcements thank food service workers. Grocery stores thank 
their heroic employees because the cashiers are necessary to sell food and sanitizers. 
Pharmacies display posters suggesting customers thank the pharmacy technicians 
who are working to provide them medicine. Commercials for cleaning products and 
cleaning services thank the custodial workers who are selflessly striving to keep our 
buildings sanitized. Sometimes these workers are pointed to as “unsung heroes” 
because physicians and nurses get more attention, but it is not uncommon to see a 
wide range of extolments. The banner that says “Heroes Work Here” does not just 
hang across the nearby hospital street walkway. It also literally hangs above the first 
major aisle in my local hardware and home improvement megastore.

It might seem that all these non-healthcare workers are particularly deserving of 
the hero moniker since they do not belong to a classic profession with established 
social roles, codes of ethics, and long-standing, organized forms of special train-
ing. They may belong to unions or associations, but for the most part, they do not 
belong to the guild-like professions. Since these workers have no professional duty 
to serve the public at higher risk to themselves, they may appear to be individuals 
with heightened sense of charity and decency—truly supererogatory.

However, that view is complicated by another phenomenon. Perhaps these work-
ers are not, in fact, going above and beyond the call of duty either. Their duties come 
not from their membership in a profession, but from their membership in organized 
society and their particular labor roles (albeit labor roles that may have been cho-
sen primarily by the sheer need to earn a living). The contemporary language for 
this is that such people are “essential workers” in the “critical infrastructure” of the 
country.

The language of essential and critical is widespread, but the best summary of 
it comes from the Cybersecurity and Infrastructure Security Agency (CISA) of the 
U.S. Department of Homeland Security. CISA is the risk management and advis-
ing agency created by the Cybersecurity and Infrastructure Security Agency Act of 
2018 (Congress 2020). A stand-alone agency within Homeland Security, its goal is 
“working with partners to defend against today’s threats and collaborating to build 
more secure and resilient infrastructure for the future”(CISA 2020a).

CISA issued a formal guidance memorandum on the essential critical infrastruc-
ture workforce on March 19, 2020 and has followed up with three revisions—the 
most recent issued on August 18, 2020. The goal of those memoranda is to help state 
and local officials determine what workers are, in fact, essential for the critical infra-
structure of the U.S. and provides lists of roles and positions that must be staffed in 
order to keep the country functioning. The memoranda make it clear that it is advi-
sory in nature and is not a federal directive (CISA 2020). However, the memoranda 
are also very clear that some people have special obligations during a pandemic, 
based on what types of work they do. Version 1.0 of the advisory states: “If you 
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work in a critical infrastructure industry, as defined by the Department of Homeland 
Security, such as healthcare services and pharmaceutical and food supply, you have 
a special responsibility to maintain your normal work schedule” (CISA 2020b). Ver-
sion 2.0 states: “Functioning critical infrastructure is imperative during the response 
to the COVID-19 emergency for both public health and safety as well as community 
well-being. Certain critical infrastructure industries have a special responsibility in 
these times to continue operations” (CISA 2020c). Every version has some variation 
of these statements, emphasizing a “special” responsibility (CISA 2020e).

The lists of workers who have these special responsibilities during a pandemic 
infrastructure threat include categories of work, such as “medical and healthcare, 
telecommunications, information technology systems, defense, food and agriculture, 
transportation and logistics, energy, water and wastewater, law enforcement, and 
public works” (CISA 2020d). The documents go on to categorize industries deemed 
critical. As expected, Healthcare and Public Health is the first category, followed 
by (among others) Law Enforcement, Food and Agriculture, Waste and Wastewater, 
Public Works, Hazardous Materials, Finance, and Hygiene Products.

It is obvious how these (and the other unmentioned) industries fit the characteris-
tic of “essential” and “critical”. But what is interesting for purposes of this paper, is 
that physicians and other healthcare workers are classified as having special duties 
to engage in tasks that heighten their COVID-19 risks for the same reason gro-
cery store cashiers and sewage plant workers are—they are necessary elements of 
the infrastructure machinery. Physicians, nurses, and other healthcare workers are 
explicitly included right along with restaurant carry-out and food delivery drivers, 
grain and oilseed handlers, animal feed packagers, cafeteria workers, sawmill opera-
tors, coal miners, vegetation management traffic controllers, propane gas call center 
operators, sewer repair-people, bus drivers, last-mile postal carriers, repair service 
dispatchers, ATM repair workers, housing inspectors, and laundromat operators. 
This may seem like it simply includes everyone, and it is quite expansive, but it 
does not include everyone. Among the traditional professions, teachers, lawyers, and 
clergy at not mentioned in the first version of the advisory (though they partly show 
up later). Florists, artists, furniture salespeople, cosmeticians, clothing designers, 
entertainers, personal trainers, dry cleaners, journal editors, historians, and ethicists 
never show up.

Additionally, within the specific identified category of healthcare and public 
health, along with physicians, nurses, phlebotomists, and radiology technicians are 
included gravediggers and coffin-makers—a stark reminder of what becomes critical 
during a pandemic and how public health depends on how we manage the dead as 
well as the living.

The point here is not that it should be humbling or bracing to physicians that they 
are included among cashiers and lettuce-packers as having special duties—though 
that may be of use in some cases (statistically, a few absent wastewater managers 
might lead to more disease-related deaths than a few absent physicians). Rather, the 
point is that most of these people did not sign up or join any profession that told 
them ahead of time they would have special duties to place themselves at higher risk 
during a pandemic situation. They have these duties (if they do) because of what 
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happens to be important during a particular type of disaster, and that would change 
depending on the situation.

The Implications of Medical Heroism

We have arrived at a surprising place. While at first it seemed that physicians were 
described as heroic because they were doing something especially good, it turns 
out that they are simply doing what they are supposed to do professionally. Even if 
there were no professional duties, or if the next AMA ethics code drops such obliga-
tions, physicians will still be seen as having special responsibilities by virtue of their 
utility in national infrastructure, along with a large number of other workers. That 
infrastructure framework also suggests that no one acts supererogatorily if the work 
they do is needed. The florist, the personal trainer, and the journal editor would be 
going beyond their duties if they were to volunteer to work with COVID-19 patients, 
but only because their specific skills were not needed. In the infrastructure obliga-
tion framework, it is need itself that determines responsibilities. So, in one way or 
another, the healthcare-heroes being praised are not heroes in the sense of going 
beyond their duty.

So why are they called heroes and what does that suggest about the perception of 
the role of medical practitioners in society? There are two areas to look at here—the 
moral identity of medical workers as revealed during a pandemic (how is their moral 
role perceived, how are their moral obligations perceived, how is their moral char-
acter perceived?) and the self-identity of medical workers (how do they see them-
selves, what does the hero appellation mean to them?).

The Moral Identity of Medical Practitioners as Heroes

It may be that the perception of heroism has less to do with whether someone is 
doing their duty or not, whether someone has a professional obligation or not, 
or whether someone is essential or not, than it first seemed.

When I first began sorting through the possible meanings of “hero” in this con-
text, I conceptualized this type of hero as a “utilitarian saint”. What I meant by that 
was that a contemporary moral hero (contrasted with literary, archetypal, classic, 
and celebrity types of heroes) is someone who puts themselves at risk, or at least 
prioritizes others’ benefits over their own, and does this for as many people as they 
can when it is not already their obligation to do so—which is an unusual thing to do. 
The key elements seemed to be the unusual act of supererogatorily helping others 
at risk to oneself. While this is a strong definition of a hero, research suggests that 
supererogation is not that significant.

The empirical research on the psychology of heroism is relatively new (Franco 
et al. 2016; Frimer and Sinclair 2016; Kinsella 2015a, b; Allison and Goethals 2011, 
2013, 2014; Allison et al. 2017). While heroes have long been a subject of literary 
research, the moral psychology and social perception of heroism is just beginning to 
get systematic attention. A number of studies have sought to outline the perceived 
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central traits of heroes (Kinsella 2015a) and relate them to perceptions of leaders 
and celebrities (they do not match up well). For my purposes here, though, one 
study in particular may shed some light on the relationship between professional or 
infrastructure obligations and the appellation of “hero”.

A very interesting set of studies by Kraft-Todd and Rand (2019) points out that 
there is a consensus assumption among researchers that the elements associated with 
heroes are the risk the agent takes, the good the agent does, how common the action 
is, and whether the agent is expected or required to perform the action. This is con-
sistent with the early analysis in this paper of a kind of utilitarian saint. However, 
Kraft-Todd and Rand decided to study how each of these four elements associated 
with heroism influenced lay intuitions and assessments about what specific acts were 
heroic.

They first generated a set of actions that ranged from ranking high in heroism 
to ranking low (there were no “villainous” behaviors, only behaviors that, although 
good, were not perceived as “heroic”). A sample of the 80 behaviors studied 
included: a child standing up for another child being bullied, a dog fighting off a 
wild animal to save his or her owner, a person helping their wife deliver their child, 
a person jumping on a grenade to save fellow soldiers, a person shielding someone 
during a shooting, admitting mistakes, adopting an animal (Kraft-Todd and Rand 
2019). Jumping on a grenade was ranked as highly exemplary of heroism, while 
admitting a mistake was ranked as low or only ambiguously “heroic”. Then they had 
subjects rank 5 highly rated behaviors and 5 low rated behaviors on each of the four 
elements associated with heroism by researchers, which they described as: “descrip-
tive normativity (“In your opinion, how many people in your community do this 
behavior?”), injunctive normativity (“In your opinion, how much do people in your 
community think doing this behavior is what you are supposed to do?”), benefit to 
the recipient (“In your opinion, how much benefit (in terms of money, time, effort, 
etc.) does the recipient of this behavior receive?”), and cost to the actor (“In your 
opinion, how much cost (in terms of money, time, effort, etc.) does the person who 
does this behavior incur?”)” (Kraft-Todd and Rand 2019, p. 4).

What they found was that only two of the four elements turned out to be sig-
nificantly associated with the assessment of heroism. Descriptive normativity (how 
common is this?) was strongly associated with heroism, as was the cost to the agent. 
However, injunctive normativity (was there an obligation to do this?) was not asso-
ciated with heroism, nor was the amount of good produced for the recipients.2

2  This is not to say that utility is of no concern. Utility—the concept of a benefit to someone else—is a 
necessary part of what makes the hero’s actions admirable. Simply placing themselves at risk is not suf-
ficient. To be a hero, the risk one takes needs to be in the service of doing some genuine good (even if 
the amount of good is not key). John Stuart Mill himself made this point when defending utilitarianism 
against criticisms that humans often do without happiness and seek to develop virtue more than acquire 
happiness. Mill stated: “…but, after all, this self-sacrifice must be for some end; it is not its own end; 
and if we are told that its end is not happiness, but virtue, which is better than happiness, I ask, would 
the sacrifice be made if the hero or martyr did not believe that it would earn for others immunity from 
similar sacrifices? Would it be made if he thought that his renunciation of happiness for himself would 
produce no fruit for any of his fellow creatures, but to make their lot like his, and place them also in the 
condition of persons who have renounced happiness? All honour to those who can abnegate for them-
selves the personal enjoyment of life, when by such renunciation they contribute worthily to increase 
the amount of happiness in the world; but he who does it, or professes to do it, for any other purpose, is 
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Kraft-Todd and Rand describe both of  these findings as surprising—especially 
the finding on the insignificance of injunctive normativity: “Our finding that judg-
ments of heroism are linked to the descriptive normativity of the action but not the 
injunctive normativity was also surprising to us, as our intuition was that ‘going 
above and beyond’ was an important part of being seen as heroic. Our data indicate, 
however, that this is not the case. Many of the proposed acts of heroism in Study 
1 included professions where taking risks to help others is part of the job expecta-
tions (e.g. military, firefighter…). Thus, for these people acting heroically may not 
be unexpected (i.e. is injunctively normative), but it still may be rare (i.e. is descrip-
tively non-normative). The fact that such actions were still judged to be heroic indi-
cates that unexpectedness (or injunctive normativity) does not appear to be a crucial 
component of lay perceptions of heroism” (Kraft-Todd and Rand 2019, p. 6).

While this study has its limits (based on an mTurk convenience sample), it none-
theless provides some potential insights into the medical heroism issue. Physicians 
and janitors (and florists, if they were volunteering) are all described as heroes and 
it does not seem to matter for purposes of that ascription whether the workers are 
obligated (by professional standards or social need) or not. What matters is that it is 
uncommon and that it is increases self-risk. This makes the assessment of heroism 
be largely about having an unusual character that leads to unusual behavior—not 
about duties and not about the amount of good done, having more to do with virtue 
than either duty or utility.

The Self‑Identity of Medical Practitioners as Heroes

If this is about how other people define heroes—the moral and social identity of 
heroes—what about self-identity? How do healthcare workers think of themselves 
and how should they think of themselves? It is very unusual for individuals to 
describe themselves as a hero. In fact, we seem to think it incumbent upon a true 
hero not to describe themselves as heroes, which is consistent with research showing 
it is about the perceived character of the agent that makes them a hero much more 
than the amount of good that they do.

So when a person being praised as a hero says they are not a hero, they may sim-
ply be showing humility, or they may simply be pointing out that in their profession 
they are expected to do this job, or they may be emphasizing that they “signed up” 
for this. In any case, if they were to say “yes, you’re right, I am a hero”, it would 
strike most people as arrogant and odd—even the people who lauded them for being 
heroes. It is a quirky aspect of human moral psychology that we often require an 
ironic protestation of a moral judgment in order for the recipient to deserve the 
moral judgment.3

3  Imagine how it would sound if you told a friend whose spouse had committed suicide “It’s not your 
fault” and they replied “I know it’s not my fault. It was his decision.” Even though you may believe it is 

Footnote 2 (continued)
no more deserving of admiration than the ascetic mounted on his pillar. He may be an inspiring proof of 
what men can do, but assuredly not an example of what they should” (Mill, 2001, 16).
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There is another sense, however, in which someone could reject the appellation 
of “hero”. They may consider being a “hero” a consolation prize, or a distraction, or 
a substitution for something more valuable or substantive. In her demand for effec-
tive personal protective equipment, nurse activist Bonnie Castillo finds being called 
a hero a pale substitute for meaningful support for what nurses do. She considers 
being called a hero, being praised, or given token honors, as a way leaders avoid 
the serious and more difficult work of actually improving pandemic situations. She 
writes:

But this year, the International Year of the Nurse and Midwife, we cannot 
emphasize enough that praise is empty—even insulting—without protections. 
[…] Nurses are used to our employers giving us infuriating and demeaning 
gifts on Nurses’ Week. They do it every year, while they fail to protect us all 
year long. It’s 2020, nurses are literally fighting for their lives during this pan-
demic, and we have had enough. It’s time for hospitals and our society to value 
the care work that upholds life, rather than the profits gleaned from human suf-
fering. (Castillo 2020)

A similar point was made by a nurse who brought a sign to a protest that read 
“Please don’t call me a hero. I am being martyred against my will. Defense Produc-
tion Act now!” (Palus 2020). Lauding someone as a hero may be a genuine assess-
ment, but can feel like cold comfort for those who are trying to accomplish good at 
risk to themselves.

Conclusion

There is a great deal more that could be said and more to be researched in this area 
(e.g., a hero who refuses to be called a hero will still come to resent not being appre-
ciated if they are not thanked or lauded). But for my purposes here it is enough to 
remark that even while individuals may not think of themselves as heroes, and may 
come across as odd or arrogant if they did, there is still something to be said for 
belonging to a profession that collectively promotes (or requires) heroic acts (in the 
reduced sense of unusual risk-taking to help others). There is something bracing, but 
also inspiring about joining a group that says we are so committed to the social good 
that we will put ourselves in harm’s way to help our fellow citizens.

While no individual physician would be admired for saying they are a hero, there 
is something felt to be ennobling about being a member of profession that imposes 
on itself this high level of moral obligation. Part of what makes a person feel they 
are joining something special is that they have a code of ethics (which most jobs do 
not) and that they have a storied tradition of risk-taking for the social good (which 

not your friend’s fault and you are trying to comfort them, you still seem to expect them to feel guilt even 
though you try to talk them out of it.

Footnote 3 (continued)
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most jobs do not). Think of how different it would sound if William Keen, in his 
1900 address, had said: “When pestilence stalks the streets and contagion lurks in 
every chamber of illness, where have the doctors, and the janitors, and the food ser-
vice workers, and the wastewater managers been found? Fleeing from danger…? 
Nay… in the crowded tenements, in the hospitals … facing the disease in the midst 
of its victims….” Does hearing it put this way seem to diminish the sense that being 
a physician is something special?

The problem with medicine is that even if that commitment feels good and looks 
good on paper, situations in which the commitment has to be realized are relatively 
rare—unlike situations for military, firefighters, and police officers, for whom risk-
taking is much more common. So, for medicine, the commitment is more idealistic 
than concrete. When a pandemic does occur and some physicians or medical stu-
dents suddenly balk at treating the sick for self-interested reasons, those members 
of the profession who admire the noble aspirations and codified sentiments of the 
AMA are disappointed that people going into medicine can have such a dimin-
ished view of their duties. Thus, medicine, much more than firefighting, policing, or 
military service, has a conflicted relationship with the self-identity of heroism. For 
many, it may be important to join a group that has lofty and heroic (unusual levels 
of risk-taking for a greater good) moral goals, but without regularly-occurring situ-
ations that require living up to those goals, it is easy for them to be pro forma more 
than substantive—in a way similar to how no-fault divorce practically reduces the 
“vow” to “have and to hold, from this day forward, for better, for worse, for richer, 
for poorer, in sickness and in health, to love and to cherish, till death do us part” to 
an aspirational, sentimental gesture rather than a genuine obligation.

So, does medicine or nursing or respiratory therapy want to be a profession that 
requires of its members increased risk to self during medical emergencies? Do 
members want to belong to a group that self-identifies as a profession with heroic 
obligations? Do members want the ennobling, distinguishing, social unity benefits 
that come with membership in such a group (like being a soldier)? If so, then these 
professions should own their obligations and explicitly state to the new generation of 
students coming up that they will in fact be expected to serve at risk to themselves 
during a pandemic. If not, well, chances are the service outcome will be much the 
same, not as a professional obligation but as a social utility obligation.
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