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Abstract
We present the perspective of a Bioethics Consultation Service operating in an 
urban hospital in Dayton, Ohio, USA, as it adapted to treating Sars-CoV-2 patients 
throughout 2020. Since the first case of COVID-19 was reported in Ohio on 9 
March 2020, until 1 January 2021, the Bioethics Consultation Service was con-
sulted 60 times, a 22.5% increase from the same period of 2019. The most com-
mon diagnoses requiring consultation included end-stage renal disease requiring 
dialysis, out-of-hospital cardiac arrest, and sepsis. Only 10% of consultations were 
for patients hospitalized with COVID-19. This is a qualitative analysis of the cases 
we saw and a discussion of factors that affected our service while adapting to 
COVID-19 standards of care.

Keywords  Sars-CoV-2 · COVID-19 · Ethical dilemma · Bioethics consultation · 
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At the beginning of the Sars-CoV-2 (COVID-19) pandemic in the United States 
of America, we saw a fragmented and disorganized response by hospital systems 
due to an absence of a unified response from local, state, and federal governments. 
Subsequently, COVID-19 cases exceeded 27 million with more than 485,000 deaths 
from COVID-19 in the U.S. by 16 February 2021 (Centers for Disease Control and 
Prevention 2021). This overwhelming demand on the U.S. healthcare system has 
identified the weakest parts of the system and forced us, increasingly, to adopt cri-
sis standards of care, leading to an unknown amount of risk and adverse outcomes. 
From these crisis standards, we have seen Bioethics Consultation Services begin to 

 *	 Nicholas Salupo 
	 Nicholas.Salupo@ketteringhealth.org

1	 Bioethics Consultation Service, Kettering Grandview Medical Center, Dayton, OH, USA

Published online: 20 July 2021

Asian Bioethics Review (2021) 13:463–471

http://orcid.org/0000-0001-7347-6542
http://crossmark.crossref.org/dialog/?doi=10.1007/s41649-021-00177-z&domain=pdf


1 3

confront unique questions that have not had to be asked in the twenty-first century. 
It is the intention of the authors of this paper to present the unique perspective of a 
Bioethics Consultation Service operating in an urban hospital in a mid-size town 
(population 140,640) once COVID-19 restrictions were implemented.

Grandview Medical Center is an approximately 350-bed hospital in the Ketter-
ing Health Network that serves the western Dayton, Ohio community. Our hospi-
tal population is predominantly low income and black, indigenous, people of color 
(BIPOC), both of which are groups that have seen higher rates of hospitalization and 
death associated with COVID-19 (NCIRD 2020; National Center for Health Statis-
tics 2021). At the time of writing, our hospital has created a makeshift COVID-19 
intensive care unit with a 24-bed capacity, and converted a critical care step-down 
unit to a COVID-19 general medical floor with a 35-bed capacity. Nurse staffing 
has been pooled from our medical intensive care unit, surgical intensive care units, 
and advanced care step-down unit. Physician staffing for these units consists of the 
hospitalist and critical care services. In addition to the attending physicians, nurse 
practitioners and internal medicine residents are responsible for responding to rapid 
response and code blue calls on the COVID-19 units. The Bioethics Consultation 
Service consists of a physician chairperson certified as a Healthcare Ethics Con-
sultant along with other attending physicians in internal medicine and neurology 
plus internal medicine residents as well as supporting nursing and administrative 
staff. Our Bioethics Service will accept and train any physicians willing to partici-
pate in Ethics consultations. While we have all struggled with scarce resources, it 
is the opinion of the authors that the hospital network has done as successful of a 
job as possible providing the safest possible environment for employees to care for 
COVID-19 patients.

Since the first case of COVID-19 was reported in Ohio on 9 March 2020, and 
the first death due to COVID-19 was reported in Ohio on 19 March 2020, until 1 
January 2021, our Bioethics Consultation Service was consulted 60 times, a 22.5% 
increase from the same period of time in 2019 (Welsh-Huggins and Gillispie 2020). 
While this data is currently being actively collected and reviewed, this does not 
appear to be congruent with the expected growth of our service. In addition, our 
overall hospital volume has been down due to newly implemented distancing and 
isolation protocols. This would suggest that, with fewer admissions and an objec-
tively larger volume of consults, the COVID-19 pandemic has played a role in 
increasing the utilization of the Bioethics Consultation Service.

We were surprised to find that only 10% of the consultations to the Bioethics 
Consultation Service were for patients hospitalized with a primary diagnosis of 
COVID-19 or for medium-long range complications of COVID-19. The vast major-
ity of cases were admitted to the medical or surgical intensive care units. The three 
most common diagnoses included end-stage renal disease requiring dialysis, out-of-
hospital cardiac arrest, and sepsis. With COVID-19 restrictions in place, we have 
seen an increase in patients that are either not established with or unable to sched-
ule an appointment with their primary care physician. We believe this led to delay-
ing necessary care of chronic medical conditions that require constant monitoring, 
ultimately ending with the patient urgently or emergently requiring hospitalization. 
Patients at higher risk of death due to Sars-CoV-2 are also hesitant to utilize the 
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healthcare system in an attempt to avoid exposure to others that are capable of trans-
mitting COVID-19. Due to the complex and multifactorial relationships of access 
to healthcare, socioeconomic status, employment food security, education, housing, 
environment, and social support, BIPOC patients suffered worse renal and cardiac 
outcomes prior to the COVID-19 pandemic (Longino and Kramer 2020). Along 
with chronic medical conditions, a higher likelihood of living in crowded housing 
conditions, being an essential worker incapable of remote work, or relying on a job 
without sick leave has created a disparity in who receives hospital-based and ambu-
latory primary care. Paradoxically, in an attempt to protect these individuals, we 
may actually be further impeding access to medical resources and lowering the level 
of care they receive compared to their predominantly white, affluent, and privately 
insured counterparts.

The most common reasons for the involvement of the Bioethics Consultation 
Service in patients not infected with COVID-19 were to determine an appropriate 
spokesperson and to aid with the withdrawal of life-sustaining measures. Anecdo-
tally, we do not feel that we have more patients being admitted with life-threatening 
illnesses or without appointed spokespeople. Rather the isolation of these individu-
als and the severing of the patient from the family unit while admitted is resulting in 
an increased utilization of the Bioethics Consultation Service to act as an intermedi-
ary or, in some cases, as the surrogate decision maker. For most of the year 2020, 
our hospital protocol has only allowed for one to two family members to be physi-
cally present in the hospital at any given time. As the amount of COVID-19 cases in 
our hospital network increased, we transitioned to a system that allowed for the same 
single person to visit a patient for the duration of the hospitalization. By December, 
we were only allowing family to be present during end-of-life moments. All of these 
measures, taken to protect both the public and the hospital staff, prevented the care 
team from having the large family conferences that are typical of patients requiring 
a Bioethics Service consultation. In several instances, we had family meetings in the 
hospital parking lot to prevent a large group from being indoors together and unable 
to observe six-foot distancing practices. Not only have we been unable to convene 
a group of stakeholders in the patient’s care we are now relying, almost exclusively 
via telephone, on a sole decision maker. Often this has required to follow up, again 
via telephone, with the sole decision maker because they require time to consult 
with more family, friends, and spiritual leaders involved in the patient’s life. While 
these restrictions are our best attempt to limit the spread of illness, they certainly act 
as barriers to communication with families and surrogate decision makers.

We have had relatively few consultations on patients diagnosed with COVID-19, 
and the cases we have consulted on are largely due to a provision in Ohio law. Ohio 
state law requires a 48-hour waiting period after the decision is made to remove 
life-sustaining treatment until hospital staff are able to take any action. COVID-19 
consultations consisted almost exclusively of family requests to waive this wait-
ing period. These decisions were approved in all cases based on criteria including 
pressure ulcers of the face from being placed in a prone position in spite of proper 
prophylaxis, increasing oxygen requirements on full ventilator support, elevated lac-
tic acid levels suggesting tissue ischemia, and/or other evidence of continued pain 
or suffering with proper sedation protocols. One consult was placed due to a patient 

465Asian Bioethics Review (2021) 13:463–471



1 3

requesting intubation in spite of his healthcare proxy refusing invasive ventilation. 
The dilemma arose when the healthcare proxy demanded the patient, who was capa-
ble of making his own medical decisions, be made comfort-care only instead of 
pursuing appropriately indicated therapy that the patient had requested. Ultimately, 
the patient required transfer to a tertiary care center for extracorporeal membrane 
oxygenation, and several hours were spent dispelling COVID-19-related conspiracy 
theories that the health care proxy held to be true. In several cases, patients and their 
families refuted the existence of Sars-CoV-2 even after patients would require intu-
bation and mechanical ventilation. Far from novel examples, these specific incidents 
highlight the political nature of the implementation of public health measures. Polit-
icization has historically affected disease outbreaks from the 1655 bubonic plague 
in London, to AIDS in the 1980s, and hepatitis C in the 2010s (Newman 2012; Piot 
et al. 2007; Saab et al. 2018). Unfortunately, during periods of rapid disease trans-
mission (i.e., epidemics or pandemics), there are xenophobic and bigoted responses 
by large populations that only further complicate the treatment of patients suffering 
from these deadly diseases. Our Bioethics Consultation Service was not immune to 
the politically partisan response to COVID-19 or the suffering in extremis caused by 
COVID-19. It is a primary goal of the authors to maintain a Bioethics Consultation 
Service that pursues the principles of beneficence, non-maleficence, autonomy, and 
justice for all patients regardless of race, gender, ethnicity, sexual orientation, and/or 
political affiliation.

We have been forced to accelerate our evaluation of patients with “missed 
DNR” orders. In patients presenting to the hospital with COVID-19 requiring 
intubation, respiratory failure occurs so rapidly that there is limited time to dis-
cuss treatment options with both the patient and the patient’s appointed decision 
maker. In several cases, a patient has been intubated or resuscitated, and once the 
family is contacted, we find the patient had a pre-existing DNR order. These errors 
have most commonly occurred when a patient comes from home or an extended 
care facility that does not have ready access to the patient’s advance directive. 
These cases require the Ethics Consultant to weigh the directives of conflicting 
Ohio laws. One such law requires a 48-hour waiting period prior to withdrawal of 
life-sustaining treatments, and the other, the Ohio Patient Self Determination Act 
(DNR) law, allows the patient to preemptively describe their preferences for future 
health care needs. This has led to several internal quality improvement projects 
aimed at early identification of advance directives upon presentation and admis-
sion to the hospital.

We believe the absence of a spokesperson in cases involving patient’s lacking capac-
ity to make their own medical decisions is most likely due to the hospital’s visitor 
ban. Prior to COVID-19, family or appointed health care proxies were able to visit the 
patient without solicitation from the hospital staff. The importance of accurate copies 
of advance directives and healthcare power of attorney forms in the electronic medical 
record provided by outpatient health care providers was acutely noted. Without proper 
documentation, we could not easily, if at all, contact the individuals capable of hon-
oring the patient’s goals of care. We also experienced a growing percentage of older 
and medically frail patients living alone despite often requiring intensive monitoring 
and therapy as outpatients. These individuals are mostly dependent on social safety net 
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programs that suffered from lack of resources and staffing due to COVID-19. This is 
consistent with the trend of a growing American populace older than 65 years requiring 
the majority of U.S. health care resources (Dieleman et al. 2020). This has left us con-
templating what specific sociocultural trends may be resulting in fewer adult children 
not being involved in the care of their sick and disabled parents. Could this be related 
to the cultural value of independence historically embraced by U.S. Baby Boomers? 
Perhaps it was related to insufficient family leave resources for those earning the major-
ity of an income for a family. The exact cause is likely complex and multifactorial, but 
this should not stop us from attempting to address the root cause. We are also look-
ing at possible programs that could be developed to increase the prevalence of adults 
with advance directives. There has been some attention paid to merely increasing the 
awareness of the need to have conversations regarding end-of-life decisions, such as 
that which occurred after the Terry Schiavo case in 2006. However, this is a complex 
and multifactorial problem that would likely require large shifts in cultural norms. In 
our patient population, there is also the problematic combination of low levels of formal 
schooling completed and low levels of medical literacy. While not exclusively due to 
the COVID-19 pandemic, they have exacerbated the limitations of a health care sys-
tem that is exclusionary and unequal based on characteristics including ethnicity, sex, 
gender, income, and education. The authors believe that high-quality health care is a 
human right and we continue our work to bridge these disparities.

The world has become intimately familiar with guidelines and COVID-19 stand-
ards of care changing daily, and it would be naïve to believe that we have a complete 
understanding of how the Bioethics Community did, and should have, responded 
to this pandemic and how it will impact our health care systems into the future. 
This, however, has not stopped us from evaluating the ethical dilemmas we have 
witnessed and actively had to participate in. Previous reports detail common funda-
mental ethical questions that were involved in caring for patients during the COVID-
19 pandemic and made recommendations on ethical actions to be taken (Kramer 
et al. 2020; Rosenbaum 2020). These recommendations offer a standard of care to 
be pursued but implementation can often vary from hospital to hospital due to local 
availability of resources and cultural norms. Our account is unique in that we offer 
a retrospective categorization of the ethical dilemmas experienced during a global 
pandemic at a medium-sized community-based academic medical center. After 
evaluation of our Bioethics Service’s consultation data, there appeared to be funda-
mental ethical trends that occurred in both patients diagnosed with COVID-19 and 
patients not diagnosed with COVID-19.

First, and anecdotally the most frightening, was creating an allocation process 
for our scarce resources. Fair distribution of scarce resources under contingency or 
crisis capacity has always been an integral function of bioethics services (Persad 
et al. 2009). Our allocation model triaged patients based on age, risk of dying from 
co-morbid conditions, lifestyle and compliance issues, expected outcome, and the 
Sepsis-related Organ Failure Assessment (SOFA) score to maximize the benefits 
produced by scarce resources, treat people equally, promote and reward instrumental 
value, and give priority to the worst off (Vincent et al. 1996; Emanuel et al. 2020). 
The triage team should consist of several senior physicians and nurses, a medical eth-
icist, and specialists as needed. On admission, a patient would be assigned a SOFA 
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score calculated from their clinical data at presentation. If the score were greater 
than 11, the patient would be managed medically or provided palliative care as this 
patient would be so critically ill as to be not likely to survive their current illness. 
SOFA scores less than or equal to 7 were highest priority patients indicating good 
likelihood of survival. SOFA scores of 8–11 were intermediate priority patients, and 
if no significant organ failure was present on admission, a patient would be deferred 
treatment. Patient’s SOFA scores were evaluated at 24- and 72-hour intervals to 
assess for improvement in their condition, and if none was made, then the patient 
was no longer eligible for resource-intensive care. If a patient were to worsen at this 
re-evaluation interval, they could either become eligible or disqualified for critical 
care. This process was able to objectively sort patients into groups that offered the 
highest chance of survival to those with the best prognosis. It was also easily taught 
to resident physicians, nurses, and other hospital staff involved in providing critical 
care. We are fortunate that we ultimately did not have to initiate care rationing due 
to collaboration among regional hospital facilities with the capacity to absorb the 
overflow of patients, but the entire network of hospitals did come dangerously close 
to running out of inpatient beds the week of Christmas 2020. The COVID-19 pan-
demic has made us realize that all health care facilities should have a plan to provide 
care should resources become acutely limited and Bioethics Services are uniquely 
positioned to aid in the development of these policies to provide equal access for all 
individuals and increase efficiency to maximize outcomes for those receiving care.

The rapid expansion of evidence supporting practices such as mask wearing, 
distancing of 6 feet (2 m), and limiting contact with vulnerable individuals has led 
to health care facilities across the world instituting measures to limit the spread of 
COVID-19 in the interest of public health (Brooks and Butler 2021; Gandhi et al. 
2020; Johansson et  al. 2021; Jones et  al. 2020; Gopalakrishna et  al. 2004). These 
behavioral modifications plus Sars-CoV-2 vaccines will likely prove to be the path 
to ending the pandemic spread of COVID-19. However, we have seen a large-scale 
resistance of these behaviors and medical interventions based on political ideology, 
mistrust of the healthcare systems, and a variety of falsely held conspiracy theories. 
As Kopar et al. addressed in their analysis of this problem, patient autonomy is a 
fundamental ethical principle, but during a pandemic, we must limit obliging certain 
preferences in the interest of vulnerable and critically ill patients (Kopar et al. 2021). 
Options for treating patients refusing COVID-19 testing include honoring their 
request and treating them as presumed negative, physically forcing them to take a 
COVID-19 test, honoring their request, and treating them as presumed positive, or 
explain the risk they pose to hospital staff and vulnerable patients and advising them 
to seek care elsewhere. As a protection for our hospital staff, we developed a proto-
col that did refuse the right to treatment to anyone that denied to be tested for Sars-
CoV-2 at admission. To the knowledge of the Bioethics Committee, we did not have 
any patient who chose to not be admitted to the hospital; however, there was at least 
one patient that was discharged home instead of to a skilled nursing facility because 
she denied a repeat Sars-CoV-2 test at the time of discharge. It is ethically compel-
ling to refuse care to an individual that is unwilling to undergo appropriate screening 
in order to protect health care workers and vulnerable populations.
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For most of the year 2020, our hospital had some form of restriction on visi-
tors. At the height of the pandemic, our hospital protocol completely refused any 
visitation in the hospital except for end-of-life situations. There have been myriad 
stories on the psychological and emotional distress this has caused both hospi-
tal staff and family members (Siddiqi 2020; Piscitello 2020). These restrictions 
were intended to protect hospital staff and vulnerable patients hospitalized for ill-
nesses other than COVID-19. As previously described, this caused significant dif-
ficulty for the Bioethics Service in protecting patient autonomy and assessing the 
stakeholders involved in a patient’s care. However, we have begun to see reports 
that these restrictions may not have significantly limited the spread of COVID-19 
(Weiner et al. 2020). The bioethics literature would benefit from a thorough ret-
rospective review of these restriction protocols for the development of future best 
practices. The lack of uniformity and transparency of implementation could per-
petuate ethical dilemmas and act in direct contradiction to the intended outcome.

The most common reasons for consultation of our Bioethics Service were for 
the withdrawal of life-sustaining treatment and for appointing a spokesperson for 
patients without the capacity to make their own medical decisions. We feel that 
these two dilemmas are very closely related due to patients being placed on inva-
sive life-sustaining treatments merely because they lack proper understanding and 
thorough counseling on end-of-life decision making. Accurate expectations may 
be more commonplace with the removal of the false portrayal of cardiopulmonary 
resuscitation and life-sustaining treatments in television shows and movies. With 
increased social awareness of advance directives, we are hopeful that patients will 
regain autonomy by making their goals of care known prior to urgently or emer-
gently requiring the provision of critical care. Although we have not experienced 
this trend, there does appear to be some anecdotal data that suggest there has been 
an increase in advance directives being completed by the general public (Auriemma 
et  al. 2020). Unfortunately, in our patient population, social safety-net resources 
do not include advance care planning, and it often is overlooked in patients with 
complex and chronic medical conditions that are also subjected to poverty and sys-
temic racism. We would recommend that all primary care services include end of 
life or goals of care discussion for older adults or those with chronic medical condi-
tions. All physicians, advanced practice providers, and emergency service providers 
should routinely be checking code status in all hospitalized patients. Isolated and 
vulnerable individuals are left to care for themselves and when requiring invasive 
and intensive medical care they lack the family and community support to appropri-
ately communicate their goals of care with hospital staff. The care of hospitalized 
patients has been the traditional purview of Bioethics Services, but this may offer 
an opportunity to expand our services into the ambulatory setting to make patients 
aware of their rights, and responsibilities, to maintain their integrity. We have identi-
fied this as an ongoing priority at our medical center and will be devoting significant 
time and resources to empower patients to participate as active members of their 
care team.

In conclusion, this past year has forced us to consider social safety net programs 
as they apply to medical care. The U.S. healthcare model needs revision, and the 
longer we delay the innovation, the longer our most vulnerable patients will continue 
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to face the brunt of morbidity and mortality outcomes. We have been impacted by 
the disinformation campaign waged by conspiracy theorists and political extremists. 
It is our assertion that COVID-19 has accelerated the destabilization of the current 
healthcare model and failure to address the underlying inequalities causing unnec-
essary suffering would violate moral and ethical standards of care. At our medical 
center, we are hurriedly adapting to these changing needs and putting in place pro-
tocols that we hope will make positive gains over the coming decade in reducing the 
health care gaps and increasing social equity both among and between groups in our 
community. It is our goal that by sharing this with the bioethics community at large, 
we may work collaboratively to build a more just and compassionate future.
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